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and being prest on. This locality was packt with gauze firmly— 
while doing this part of the operation the nurses had thrown two 
quarts of normal hot saline solution into the breast and thighs, 


| and two quarts of the same fiuid was past into the colon, he be- 


BY A. H. CORDIER, M. D., KANSAS CITY, MO, 


Chairman of Section on Obstetrics and Diseases of Women, American 
Medical Association. 


The following cases are reported because in each there was) 
some unusual feature presented: : 


INVERSION OF UTERUS. 


Miss —, age 31. Some three years ago this young lady had 
a small pedunculated polyp removed from the uterus by pulling 
it down and clipping it off with scissors. Some several months 
later the physician in attendance made an examination, vaginal, 
and fonud a growth of some kind. He decided that it was a fibroid | 
and began treating the enlargement with injections of ergotine | 
and administered iodine, ete., internally. 
treatment the mass disappeared and the doctor reported the case 
as one of “fibroids of the uterus cured without the knife.” 

I saw the case first in January, 1898. Her history at that 


| 112 to 116 F. in the bag. 


After a few weeks’. 


time was rather a vague one of general ill health, with no symp-. 
toms pointing to the pelvis save that of a frequent, yet slight! 


discharge of a blood-stained fluid from the vagina. 


She com-| 


plained of no pain at menstrual periods, and there was no his- 


tory of extrusive contractions of the uterus. She was fairly well 
nourisht. A digital examination revealed a pyriform mass in 
the vagina about three inches in length by two or two and a 
half in breadth, of a soft and velvety nature, not painful 
touch. The finger could be carried all around the mass. It dis- 
appeared through the os by a constricted neck. The finger could 
be swept around the neck of enlargement within the cervical 
canal upward for an inch, or possibly less. It seemed to be an 


extruded growth of some nature, but the diagnosis was quickly | 


made when the bimanual examination revealed absence of the 
uterus from its normal position. Added to this was the revela- 


to | 


tion (on introducing the speculum) of the openings of the Fallop-. 


ian tubes. A probe could be easily introduced into the uterine 
ends of the tubes under vision while the speculum was in posi- 


moval of the polyp three years ago. 


of the ergot injections, ete. 
She was placed under an anesthetic, and a prolonged and 


| ing in the Trendelenburg position; and one-tenth of a grain of 


strychnine was administered hypodermatically. He was put to 


| bed without a pulse. 


Four quarts of the saline solution was now placed in a steril- 
ized fountain syringe, to which was attacht an ordinary glass 
tube of a medicine dropper, the temperature of the water being 
The median bacillic vein was opened 
and three quarts and a half of this fluid was allowed to flow into 
the vein, this amount being introduced in thirty minutes. At the 
end of this time he had a good full pulse of 120. The foot of 
the bed was elevated, heat applied and strychnine given each 
four hours. 

His recovery was attended by nothing of further interest. 
The gauze was removed several days later. 

This young man proved to be a “bleeder,” as on learning his 
former history I elicited the fact that some years ago he came 
near bleeding to death following the extraction of a tooth. 


BILIARY FISTULA. 


‘Mrs. ——, age 61, Hume, Mo. Patient of Dr. E. N. Chastain, 
Feb. 28, 1898. This lady, the mother of several children, had 
been suffering from attacks of “indigestion” and “colicky un- 
easiness” in region of pylorus for twenty-five years. Has had 
no vomiting; bowels chronically constipated. Has never been 
jaundiced—has not had a severe attack of colic at any time, yet 
has had repeated mild attacks. 

Two years ago she had more pain than usual referred to the 
gall bladder region; within two weeks there developt an enlarge- 
ment (evidently of the gall bladder) that extended from gall 
bladder region down to or below the umbilicus; this swelling was 
tender. Soon the skin overlying the tumor changed color (be- 
came edematous) and finally opened two inches below and to the 
right of the umbilicus, discharging large quantities of pent-up 
pus and bile-stained fluid, but no pure bile. This continued to 
discharge mucus and pus for several weeks, then suddenly large 


| quantities of pus and bile began discharging. She was not jaun- 
tion; evidently the inversion was primarily induced by the 


The “fibroid” cured with-' 


out the knife was the inverted uterus that reduced itself by aid never been acholie (putty-colored). 


diced at any time during the attack or since—skin has been for 
twenty-five years “swarthy.” The intestinal discharges have 
This fistula has continued to 


| discharge off and on since first opened. Sometimes for two 


faithful effort made to reduce the inversion, but with no success. | 
The uterus was therefore removed with the Fallopian tubes, | 


leaving the cervix and the ovaries. The danger of a pregnancy 
was thought of in the case, but as she was an unmarried woman 
and had begged that they be not removed, I left them. The tubes 
and peritoneal uterine surfaces were firmly adherent, hence the 
futility of my endeavors at replacement. 

Her health now, six months since operation, is perfect. 

APPENDICITIS—HEMORRHAGE—-TRANSFUSION. 

Mr. ——, age 24. Nothing of especial interest in this case pre- 
sented itself as to the history prior to operation, he having had 
two acute attacks, the operation being performed in the interval 
following the second. A small incision was made and the usual 
operation of removal of the appendix was performed; quite a 
number of firm adhesions were encountered beneath the cecum, 
but gave rise to no bleeding during the operation of any conse- 
quence. Operation was completed in eighteen minutes. He left 
the table with a pulse of 80 and otherwise in seeming good con- 
dition. Two hours later I found him vomiting quite frequently 
and with a pulse of 96 to 120; his color was good, pupils natural, 
no perspiration, no gasping for breath. While not nauseated, his 
pulse would drop to 90. Believing that his increast pulse, ete., 
might be due to the vomiting, I left him for six hours. On my 
return at dark I found him with a pulse of 160, face blancht, 
eold perspiration, yawning and in a condition indicating acute 
cerebral anemia. I quickly placed him in the operating room 
and cut the stiches. His whole abdomen was full of blood; the 


field of operation was explored for bleeders but none could be 
found. 


The denuded surface was like a sponge filled with blood 


months there has been no discharge from fistula, thus showing 
that the common duct is, or was, not obstructed. 

Six months ago Dr. Chastain slit up the sinus from the open- 
ing below the umbilicus to within three inches of the rib border, 
removing at that time several small stones. The old parietal 
fistulous track healed up to upper angle of the incision, but from 
this point the bile continued to pass, only about three or four 
ounces passing in the twenty-four hours, while the normal 
amount secreted was about forty ounces in a day and night, thus 
showing that the major portion of bile was escaping into the 
duodenum. Since the stones were removed the sinus has re- 
mained closed, one time for as long as seven weeks, without any 
perceptible jaundice developing or stools becoming acholic. 

I was called to operate on the case Ieb. 28, 1898. 1 found 
the fistulous opening at site mentioned. A probe readily past 
directly into the gall bladder, a distance of eight inches, in di- 
rect line of cystic duct. No stones were felt. I decided there 
was or had not at any time been any evidence of an obstruc- 
tion of the common duct and that the pent-up gall bladder se- 
cretion had become infected and had given rise to the cholangitis. 
The gall bladder tension was relieved by the opening through the 
skin below the umbilicus and the stone causing the cystic duct 
obstruction had dropt back into the bladder and thus permitted 
the bile to find its way into the gall bladder. The stones lodging 
in the sinus in the abdominal wall kept that from healing per- 
manently, and after they were removed the mucous membrane 
of the gall bladder had become extruded and had come in di- 
rect contact with the inverted skin, thus forming an irremovable 
bar for nature in her efforts to close a fistula, as skin and mu- 
cous surfaces do not heal over. 
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Taking this view of the case, there was only one operation 
to be considered, and that was the detaching of the gall bladder, 
removal of the muco-cutaneous peninsula, inverting the mucous 
membrane of the gall bladder and closure of opening with Lem- 
bert sutures, finishing by anchoring the bladder to the abdominal 
— in anticipation of a possible leakage. Results were per- 
ect. 

UMBILICAL HERNIA STRANGULATED. 


Mrs. ——, age 60. This lady had an umbilical hernia, omental, 
incarcerated for a number of years. She is very fat, weighing 
250 pounds. Four days before ‘I saw her first she began having 
severe pains in her rupture, which had increast very much in 
size; at the same time she began vomiting. This soon became 
stercoraceous, with no bowel movement. At my first visit I 
found her in much pain, vomiting, sub-normal temperature, with 
a pulse of 120. An enlargement, round in contour and very hard 
to touch, and slightly painful, existed at the umbilicus. This 
enlargement was the size of a good sized cocoanut. It was irre- 
ducible. I diagnosed an incarcerated umbilical omental hernia, 
with an acute intestinal strangulated hernia engrafted upon it. 

At the operation a large mass of omentum firmly wedged 
into a sack was found, and in the funnel of this mass existed an 
opening through which a coil of bowel had slipt and become 
strangulated. The constriction was removed, the intestine ex- 
amined and returned to the abdomen and the large mass of com- 
prest omentum tied off and cut away. The edges of the opening 
were trimmed, the umbilicus excised and the deep wound closed 
by one layer of silk (fine) for the peritoneum, and the surfaces 
brought together by the through and through silkworm gut sut- 
ure. Recovery, with cure of hernia, was the result of this pe- 


culiar case. 
CHOLECYSTOMY. 


Mr. ——, age 42. Some two years ago this man (who up to 
that time weighed 230 pounds and was in good health) had an 
attack of jaundice lasting a few weeks. He soon resumed his 
former vocation. He did not have any colic at that time. A few 
months later he had a similar attack of jaundice, at this time 
associated with colic pains. One year ago he had a severe colic, 
followed by jaundice. The pain, or rather uneasiness, lasted 
several weeks; his jaundice continued up to the time of examin- 
ation—he then being so thoroughly jaundiced that he lookt very 
much like a person whose skin is colored from the long use of 
silver salts; numerous hemorrhagic spots were visible all over 
his body. Temperature, 102; pulse, 130. In addition to his chol- 
emia he was profoundly septic; much emaciated; stools chalky; 
no evidence of biliary discharge by the bowels. Urine and per- 
spiration were highly colored with bile. An enlargement was 
easily mapt out in the region of the gall bladder, its pyriform 
contour being clearly defined. The abdominal muscles moved 
freely over the mass, showing that no anterior adhesions existed. 
He gave no history of localized peritonitis. A diagnosis of an 
impacted stone in common duct was made—as the duration of 
illness, history of its progress, all pointed to this pathology as 
the source of the symptoms. An operation, having in view the 
early stoppage of the bile and septic absorption, was advised and 
two days later performed. The gall bladder, which was as large 
as a child’s head, was stitcht to the parietal incision and the sur- 
face wound packt with gauze. During the operation the prone- 
ness of cholemic tissues to bleed was noticed in this case, as the 
small incision required a number of ligatures to control the bleed. 


On the fifth day the bladder was opened by a small incision 
and a large amount of viscid, bile-stained fluid escaped and con- 
tinued to escape in large quantities for days afterwards. Three 
days after making the opening in the gall bladder I decided to 
enlarge it slightly for the purpose of free drainage and explora- 
tion; on removing the intra-vesical pressure a hemorrhage sprung 
up that persisted for hours and came near causing death. 

This feature or tendency to bleed in gall bladder surgery has 
been mentioned by only a small number of surgeons. The whole 
inner wall in this patient seemed to bleed. This finally céast 
and the case progrest with nothing unusual up to the end of the 
second week. For two or three days he had complained of a 
little more uneasiness than usual in “pit of stomach,” he felt a 
giving away feeling, his pain ceast and at the next bowel move- 
ment he past a large hard body. This he failed to say anything 
about to the nurse, hence the specimen was lost (evidently a 
stone). At my next dressing 1 found intestinal contents in the 
gall bladder, showing that there existed a new opening from the 
gall bladder into the bowel. Arter the operation his appetite re- 


strength was increast. Eowel movements continued white up to 
time of escape of stone, but now gave evidence of bile. His re- 
covery was complete. 

I forgot to mention that repeated probing failed to find any 
stone in the bladder. 


EXTRA-UTERINE PREGNANCY. 


Mrs. ——, age 24. This lady was the mother of one child 
four years old. Menstrual history negative (regular as to time 
and normal in duration and quantity). At 4 p. m. she was tak- 
en with a severe pain in region of left tube. This pain was of 
a most intense character; she was taken home and given a hypo- 
dermic. Soon after arriving at her house (she was down in the 
city shopping) she faiated twice and felt cold and short of 
breath. At 8 o’clock of same evening she felt well enough to go 
to the theater with her husband. She rested well during the 
night and was up and about the house as usual the next day 
up to4 p.m. At this time she had another pain in the same lo- 
cality, followed by the same train of symptoms, but of a more 
severe nature; pulse 120, temperature sub-normal, cold extremi- 
ties. She gradually rallied from this condition so that at the 
end of the week she was abie to sit up. About this time a re 
currence of the former symptoms was manifest, but not quite 
so severe; following this attack symptoms of a septic nature 
developt in the case. Temperature 102, quickened pulse and dis- 
tended bowel. The attending physician and the consultant 
thought that they had a case of peritonitis to deal with, a mis- 
take often made in these cases. 

I was called to see the case about this time, and on getting 
the above history and adding to it the findings from a thorough 
vaginal examination, I made a diagnosis of tubal pregnancy 
with rupture and resulting loss of blood. The tubes were eight 
weeks’ pregnant. 

An operation revenied the correctness of my deductions. An 
enormous amount of fluid blood was found in the abdominal 
cavity and the pelvis was full of old firm clots, many bowel and 
omental adhesions were found as a result of the localized peri- 
tonitis. The ruptured tube was removed, abdomen irrigated and 
glass drain inserted. She made a perfect recovery. 

Of interest in this case may be mentioned the regularity of 
her menstrual periods; the sudden and alarming development of 
symptoms and the rapid recuperation, symptoms often seen tn 
these cases. 

The first rupture was evidently very slight, or into the broad 
ligament, which often limits the first hemorrhage. The second 
rupture was accompanied by more severe symptoms, which were 
due to the enormous amount of blood lost. The later septic 
symptoms were due to the localized peritonitis. Symptoms 
should always be backt with a thorough physical examination. 


CASE OF EPITHELIOMA OF THE VULVA IN A WOTIAN 
NINETY YEARS OF AGE, WITH APPARENT 
PERMANENT CURE. 


BY W, O. HENRY, M. D., OMAHA, NEB., 
Professor of Gynecology in the John A. Creighton Medical College; 
Gynecologist to St. Joseph’s Hospital. 


Mrs. B., aged 90 years, was put under my care for a painful 
growth of the right labium majus. The growth had been there 
for a number of months previous to my examination, but had 
eaused no trouble until within a few weeks; then it had quite 
rapidly grown larger and produced severe lancinating pains, for 
which especially she sought relief. Examination revealed a 
large. warty epithelial growth, apparently spreading gradually, 
not tender to the touch, but accompanied by excruciating pain, 
radiating from it in various directions. No glandular involve- 
ment could be detected, but still on account of her extreme age, 
I hesitated to advise operation and thought it best to use pallia- 
tive measures, which were tried for a little time without benefit. 

Finally, after due explanations and upon urgent request of 
the patient and her friends (because of the severe pain), I put 
her under chloroform and excised the entire mass. There was 
but little difficulty in removing the tumor and adjacent tissues, 
the time occupied being relatively small and the loss of blood 
comparatively trifling. So there was but little shock—in fact, she 
stood the operation very nicely, rallied well and the wound 
healed kindly. 

The pain was promptly relieved and now, more than two 
years since the operation, she is hearty and well, with no signs 


turned, fever subsided, his skin began to clear up and his 


of her former trouble. 
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The three points of special interest in this case are: 

1. How well some old people can take chloroform and rally 
from operations. 

2. How little tendency there is in some people for return of 
malignant growths after complete early removal. 

3. How promptly and completely her sufferings were relieved 
by the operation, and how her life was certainly prolonged and 
made comfortable by it. 

We may thus be encouraged to operate in certain other cases 
by reason of such experiences when abstract reasoning would 
place them beyond the pale of surgical measures. 


suspected, she was in a serious condition of health, and should 
have been relieved from her duties as a teacher and put to bed, 
in order to relieve the nervous iieart. Whatever might have re- 
stored her to health should have been employed before vomiting 
occurred, an event that not only interfered with alimentation, 
but also reduced her vitality to a dangerous degree before ar- 
rested. I believe she was intelligently treated, as far as we now 
know and understand this disease, and could not hope for bet- 
ter results in a similar case submitted in the same status of con- 
ditions, especially after the vomiting occurred. 

The heart went on to fatal issue with no response to cardiac 


| therapeutics, and to this organ more than any other was the 


| fatal issue of the malady due. At least during the acute attack 


A FATAL CASE OF ACUTE THYROIDITIS. 


BY D. W. FINDLAYSON, M. D., LL. D.,. DES MOINES, IOWA., 
Professor of Anatomy in the Iowa College of Physicians and Surgeons. 


During the holiday week of 1897-8 I was askt by a young 
lady to examine a swelling situated upon the anterior surface 
of her neck. She said it was of comparatively recent occurrence, 
and caused her neither pain nor inconvenience, but because of its 
interference in wearing properly fitting clothing and the future 
possibility of its enlargement, she wisht to know its nature. 

She presented a typical case of an enlarged thyroid gland, 
which she said had developt during the previous autumn. There 
was nothing in its appearance then to occasion the slightest 
alarm; no nervous manifestations, dyspnea, interference with 
swallowing, or any other of the many symptoms coincident with 
goitre, and after learning its nature she did not reyuest treatment 
at that time. She returned to her home in northern Iowa, where 
she was engaged in teaching school in her home village, and no 
further complaint was made until during the following February, 
when she again sought medical aid to relieve a condition of 
exophthalmos and nervousness that during the winter had de- 
velopt. She, however, did not relinquish her duties, and, doubt- 
less, workt very hard, for her position was trying, and the de- 
partment crowded with students of a vexatious age to a nervous 
and faithful teacher. 

During the forenoon of March 9 she was seized with an irre- 
sistible nausea that culminated in sympathetic vomiting, which 
caused her to retire at noon to her bed, from which she never 
arose. Nothing relieved the terrible vomiting until the following 
Sunday, during which time, owing to the emesis and the recep- 
tion of no food, she was irreparably reduced in vital energies 
and upon the verge of total collapse. On the following day, Mon- 
day, March 14, I was called to see her in consultation with two 
other physicians, who had been almost constant in their atten- 
tion for the previous few days. I found her completely given 
over to all the symptoms of exophthalmic goitre, but the chief 
organ that led her on to physical ruin was the heart. Never be- 
fore did I witness such a tumultous, weakened and rapid heart. 
It was desperately weak, irregular and rapid, never beating less 
than 175 per minute and often 200 per minute. All the known 
and reliable heart tonics, stimulants and sedatives had been used 
with negative results. The tumor was to the touch hard as mar- 
ble and filled with blood, representing the aneurismal or cavern- 
ous variety. At all times very nervous, she became uncontrol- 
ably nervous when pressure was made even mildly upon the 
gland. The sympathetic vomiting, although arrested, had left 
her in collapse, with a dangerously low arterial tension. No food 
could be retained on the stomach, predigested or otherwise, and 
recourse was had to rectal alimentation, with but indifferent 
success, and thus she was without essential nourishment or 
stimulants during the last few critical days of her fatal illness. 


For some time before death the normal saline solution was given | 
freely by intravenous injection, and for a brief period rallied | 
the weakened heart, with some hope for recovery. The saline’ 
solution in some measure took the place of the blood serum 80 | 
much depleted. 

During the evening of the 15th inst., dissolution became evi- 
dent and she gradually sank, until at 11:30 a. m. of the 16th she 
expired, just one week to the hour after she left her school 
duties and took her bed. In her a valuable and dear life was 
lost and surrendered as a sacrifice to our lack of proper skill 
to combat the deadly disease from which she died, and that too 
an affection that is not ordinarily considered dangerous by the 
profession. In my personal knowledge I never before knew of 
death from thyroiditis, even in the course of exophthalmic 
goitre, and upon inquiry among my confreres, J learn that they 
are equally unacquainted with fatal results from this affection. 

In review of this sad case I may say that, much earlier than 


no surgical procedure was available, and since it was the vas- 
cular variety of hypertrophy, probably at no time would sug- 
ery have afforded any relief; tho Basedow’s disease is now clast 
among surgical diseases. Many daring operators would extir- 
pate the thyroid in every such case as this, but it is my opinion 
that in this particular case an increase of danger would have 
ensued. 

My chief reason for reporting this case is because of the 
rare instances in which acute, non-suppurative thyroiditis has 
terminated fatally; and the common expectancy of recovery. 


THE FUNCTIONAL VALUE OF THE SSABANEJEW 
GASTROSTOI1Y* 


BY J. BLOCK, M. D., KANSAS CITY, MO. 
Surgeon to the German Hospital. 

Unless the skill of some bold and resourceful operator fur- 
nishes us with an acceptable technic for the resection of the 
esophagus in the thoracie cavity, gastrostomy must still remain 
as our only relief measure when the lumen of this alimentary 
conduit is encroacht upon by malignancy; and even if a method 
of intrathoracic resection be demonstrated as feasible, this must 
needs be attempted at a period so early that its benefits would 
accrue to only a minority of cases. An early indisputable diag- 
nosis, remembering the importance of the regional anatomy of 
this tube, makes this latter reflection.quite clear. 

It is also evident that gastrostomy must still retain its place 
as a legitimate surgical procedure to protect the sufferer from 
starvation when a stenosed esophagus prevents the introduction 
of food. The preternatural mouth may do duty permanently or 
temporarily to facilitate the treatment of the stricture. There is 
still another class of cases, fortunately very rare, where an in- 
operable intrathoracic growth may involve the esophagus, call- 
ing for relief by a gastro-cutaneous junction. With these indi- 
cations for its performance the question as to the nature of the 
operation and its technic are both interesting and important. 
The older methods of performing this operation were sufficiently 
simple, involving but little time and ordinary skill. But to those 
who have had any experience its results were usually disap- 
pointing and unsatisfactory. When the symptoms were urgent, 
the delay of a few days necessitated by its performance in two 
stages, often dispensed the patient from the second by a lethal 
exit during the interval. Whether the operation was completed 
at once or deferred a deux temps, the alimentary or peptic leak- 
age vitiated the expected benefits from an interference to such 
an extent as to condemn the operation. 

Any simple measure to remedy these defects and relieve the 
operation in its elementary crudeness will surely be welcomed 
by both patient and surgeon. Within the last few years a num- 
ber of devices practically surmounting these difficulties have 
been introduced to the profession. It is my intention to present 
only one of these, whose merits and practicability I can enthus- 
iastically attest and endorse, namely, that of Ssabanejew of 
Odessa. Within the last three months I have proven its fune- 


| tional utility in two cases to my entire satisfaction. 


A woman about sixty-five years of age was first seen in con- 
sultation with Dr. I. J. Wolf of this city early in January. It 
was claimed that the first symptom of her present malady was 
observed but five or six weeks previous to my first visit. It was 
also stoutly maintained that the difficulty in deglutition had ap- 
peared suddenly and was almost complete at the outset. The 
direct statements of the patient revealed no associated symp- 
tom, tho it was finally admitted that while swallowing was not 
fainful, she had had “rheumatism” for some time past. The lat- 
ter proved to be pains along the spinal column, in the sholuders 


*Read by title before the Missouri State Medical Society. 
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and about the chest and arms, with slight tenderness in the mid- 
dorsal region. Salivation, especially at night, was also observed 
and careful observation demonstrated complete obstruction both 
for solids and liquids, tho the patient tried to console herself 
with the belief of a slight perviousness for the latter. She was 
already well emaciated and bed-ridden. Dr. Wolf had attempted 
the passage of a bougie and found the obstruction located at the 
cardiac orifice; repetitions of the maneuver confirmed the diag- 
nosis. An examination of the abdomen made it also plain that 
there was an invelvement of the liver, and perhaps the anterior 
stomach wall, either secondarily or primarily. The extremely 
vaulted contour of the subphrenic region interfered avith a satis- 
factory palpation, however, and the extent and character of their 
implication could not be precisely determined. No pain or ten- 
derness complained of in this region. 

The diagnosis had been repeatedly establisht by others prior 
to our consultation; and operation advised, but always declined, 
at it was in this instance. Nutrient enemata were advised, it be- 
ing evident that the fluids given by the mouth, which the wretch- 
ed victim of this dread malady had deceived herself into believ- 
ing to have slowly but surely -past into the stomach, were en- 
tirely returned into the receiving vessel provided by the nurses 
for the purpose of determining the exact extent of alimentation 
by the natural passages. 

{ saw this patient a number of times during the following 
six weeks, only to find that she was gradually going by inani- 
tion. Her skin was harsh and wrinkled, with a complete dis- 
appearance of the subcutaneous fat; her circulation feeble and 
her extremities cold. When able to sit up she sat with her 
trunk stoopt forward upon the thighs, suffering pains in the back 
and chest. Her countenance resembled that of a skeleton, cover- 
ed by a wrinkled membrane to apologize for its hideousness. 

Still the patient wavered, vacillating between death by star- 
vation and the possibility of a respite by surgical intervention. 
For some weeks past the enemata were no longer retained and 
this pittance failed to contribute to a prolongation of her exist- 
ence. 


When she finally clamored for aid she was so reduced that 
we discouraged operation, fearing death upon the table. Being 
determined, however. she was removed to the operating room 
and the Ssabanejew operation was partormed. 

Under anesthesia, after the customary preliminaries insuring 
cleanliness an cblique incis‘on of about three and a half inches. 
elose to and parallel with the left costal arch. beginning near the 
medinn jive and extending to about the eighth costal interspace, 
was made down to the peritoneum. This was seized by catch 
forceps and divided. The latter were allowed to remain in place. 
reinforced by several others applied to the membrane after \the 
stomach was pulled into the incision to facilitate the applica- 
tion of sutures employed in shutting out the peritoneal cavity. 
It was with difficuulty that the contracted stomach was brought 
out from underneath an enlarged left lebe, the seat of many 
eancerous nodules. Two suspensory sutures were past parallel 
to the long axis of the stomach, including everything but the 
mucosa; this served to elevate that part of the anterior wall near 
the fundus into a cone of about one and one-half inches. ‘he 
abdominal peritoneum was rapidly stiteht to the serous coat of 
the stomach, thus excluding the abdeminal cavity. An ineision 
parallel to the first and less than half its length, at a distance 
to the left of a little more than one inch, was made over the 
ribs and the intervening layer of skin rapidly undermined, the 
stomach cone being past underneath this bridges. The first 
incision being then closed, the stomach was opened between the 
suspensory threads in the short axis of the stomach and at- 
tacht to the skin. By this method hemorrhage was avoided dur- 
ing the opening, the cut being in the direction of the vastro- 
epiploic vessels. After applying & dressing to the initial incis- 
ion (which should be of narrow strips of gauze held by collodion), 
a large tube was immediately introduced into the stomach and 


five ounces of fluid sean through a funnel at the distal end of | ago, when there began to develop on the edge of the lower lip 
ago, ge 


the former. 


Upon removing the tube it was found that there was no leak- 
age, nor was there any at subsequent feedings, with the patient 
in bed. even when she breathed deeply, cought or moved about; 
in short, the method proved to be an absolute functional success. 
It is almost needless to add that the patient succumbed to her 
disease. tho she was removed from the 
tion. The partial autopsy that was performed revealed a c¢oim- 
plete closure of the cardiac 
sive distribution of the disease in the liver. 

Through the courtesy of Dr. Von Quast of this city T was per- 
mitt ed to see another patient about seven weeks ago, yes began | 
to experience difficulty in swallowing during July last. gradually 


table in excellent eonAi- | 


| tion was paid to these growths 
end of the esophagus and an exten. 


| venience. 


assuming a serious aspect. The patient was about thirty-eight 
years of age, with a large and well developt frame, and of excel- 
lent antecedents, and without previous history of illness or spe- 
cific infection. 

He had lost twenty pounds in weight and was yet able to 
swallow liquids when coming under observation. No pain except 
as food enters the cardia. Dr. Von Quast failed to pass the 
bougie, but repeated trials imprest him with the idea that it 
entered a diverticulum. The excellent condition of the patient 
and his age made a provisional diagnosis of non-malignancy ten- 
able. I counseled a gastrostomy after the Ssabanejew method to 
both feed and overcome the obstruction by a retrocatheterization. 
With the patient’s consent I assisted the doctor in its perform- 
ance, and the result has been eminently gratifying. ‘The doctor 
can pass the bougie from below with ease, and the patient re- 
tains everything introduced through the tube. Food introduced 
through the natural channels that is liable to create an excess of 
gas occasionally causes a slight leakuge. 

Some of the technical details regarding this method might 
be profitably reviewed. No doubt these will naturally suggest 
themselves after one or two experiences. Anticipated and kept 
in mind they materially abridge the time required in its perform- 
ance, since many of these patients are on the verge of death 
when brought to the operating table. In these extreme cases it 
might be well to precede the operation by either an intravenons 
saline transfusion or an arm to arm transfusion of blood. Again, 
it might be well to dispense with general anesthesia, relying upon 
Schleich’s method or eucaine injection as a local means of ob- 
tunding the field of operation. 

The incision should be made sufficiently near the border of 
the ribs so as not to unduly stretch the stomach in bringing it out 
through the second opening, yet far enough to get ample peri- 
toneal and fascial tissue to perfectly occlude the cavity without 
too much tension upon the sutures. 

The suspensory threads, as before mentioned, should be 
placed in the longitudinal axis of the stomach, about half an 
inch apart, so that the final ope:uug can be made in the direc- 
tion of the gastro-epiploic vessels ar. thus avoid an embarrass- 
ing puncture of one or more ef ‘en >t the close of the operation. 

The stomach should be Dro\.*. cto the wound near its fun- 
dus and not at or near its py'ccv 

Some difficulty may be ex.» tienced from a greatly contracted 
viscus, especially when it is overlapt by an enlarged left lobe. If 

earefully traced from the gastro-duodenal ligament it will be 
readily located. 

The distance of the second from the first incision is to be 
regulated corresponding with the shrinkage of the stomach, in 
order to avoid unnecessary stretching of the latter. 

When applying the peritoneal sutures half a dozen hemo- 
statics previously distributed at regular intervals, iuciuding a 
little of the fascia in their grasp, will expedite their introduc- 
tion. Some care is to be taken to avoid the gastro-epiploic ves- 
sels about the base of the cone during this step. Finally, a collo- 
dion gauze dressing over the abdominal wound will guarantee 
its cleanliness and occlusion, should there be any accidental 
soiling while introducing food through the «be during the pro- 
cess of repair. 


REPORT OF CASE OF CARCINOMA OF PALATE ORIGINAT- 
ING FROM PAPILLOMA. 


BY STEWART LOBINGIER, A. B., M. D., DENVER, COLO. 


Professor of Principles of Surgery and Clinical Surgery in the Medical Depart- 
ment of the University of Colorado; Professor of Principles of Surgery 


Clinical and Oral Surgery in ‘the Colorado College of Dental 


Surgery, Denver. 


A. J. T., aet. 65, a hardy miner and contractor, gave a family 


| history showing no malignant trouble on either side. 


His personal history was devoid of interest up to five years 


external to the center, a small wart. Later on a second growth 
developt on the inner aspect of the lip near the median _ line. 
which became inflamed and subsequently discharged a dark. 
hard substance. Afterward this growth disappeared. But along 
the edge of the infra-maxillary alveolus on the right side and in 
the dome of the palate on the left side, there began to develop 
about three years ago several small papillomata. Little atten- 
at the time and not until the one 
in the palatal region began to interfere with the retention suc- 
tion of this artificial plate did the patient note any pain or incon- 
That was more than two years ago. Since then the 
papillomata on the lower lip and along the lower alveolus have 
remained practically quiescent while the one in the palate has 
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extended in all its dimensions. The growth has been more rapid 
in the last six months and when the patient was first seen by the 
writer the growth had a flattened appearance and was the size 
of a silver quarter and somewhat oval in shape. It was still 
dendritic and distinctly papillomatous though now palpably ma- 
lignant. Some three months ago there was noticed by the pa- 
tient a “kernel” in the submaxillary region on the left side. En- 
larged glands could with difficulty be made out, the submaxil- 
lary being principally involved. 

The patient was not cachectic, but there was markt leuko- 
plakia in the sublingual and the left gingiveal regions, and some 
fissuring of the tongue near the tip. 

I snipt off a portion of the palatal growth, sectioned and 
stained it, and examined it in confirmation of my strong belief 
that the tumor was carcinoma. It proved to be a clear case of 
epitheliomatous change in a previously benign papilloma and the 
immediate removal was advised, and acceded to by the patient. 

Three days later at St. Joseph’s Hospital I removed the sub- 
maxillary gland and several small lymphatics subjacent, closed 
and protected this wound and next, by very wide incisions, ex- 
ecised and curetted away the entire soft palate from the dental 
arcade to and including the base of the soft palate, the entire 
gingiveal area of the left supra maxillary alveolus and with the 
Keen bone forceps rongeured the alveolar eminence to a level 
with the palatal floor. As was believed at the examination, 
there was no involvement of the hard palate and the infiltration 
seemed to be distinctly circumscribed. Nevertheless there was 
a border of more than three-eighths to one-half inch of normal 
tissue excised with the tumor and a thorough scraping of the 
palatal dome to be as radical as the case seemed to require. The 
history of the development of the neoplasm, and the condition 
of the patient plainly did not justify ligation of the external 
earotid and excision of the left supra maxillary—the classical 
procedure in extensive involvement of the supra maxillary re- 
gion. 


| 


The patient had had a‘l of his teeth removed some five years | 
ago, so that the alveolar process had greatly retracted from re- | 


sorption. This left the field clear and accessible without the ne- 
cessity of the external incision so essential in malignant involve- 
ment in this region. 

The patient bore the operation well and up to the date of 
this report has pursued an uneventful recovery. 
volved and the history of the malignant change in this growth 
would seem to be unusual, at least to the extent of a very lim- 


The region in- | 


SCAR FRO! BURN ON THE CHIN.—CORRECTION OF THE 
DEFORIMITY BY A PLASTIC OPERATION. 


BY J. F. BINNIE, A. M., M. B., C. M., KANSAS CITY MO. 


Professor of Surgical Pathology and Clinical Surgery in the Kansas 
City Medical College. 


Vv. M., male, aged five and one-half years, was referred to 
me by my colleague, Dr. J. D. Griffith, in March, 1897. Three 
years ago patient was amusing himself by burning paper in a 
stove when his blouse caught fire. Before the blaze could be ex- 
tinguisht a bad burn was sustained on the lower part of the face. 
After recovery two plastic operations were performed to correct 
the resulting deformity. Both operations were unsuccessful. 
The whole chin and the lower part of both cheeks (but especially 
the right cheek) were a mass of hard scar tissue covered by a 
thin layer of smooth glistening epithelium. The right angle of 
the mouth was drawn down to near the lower edge of the in- 
ferior maxilla. As a consequence the lips could not be closed 
and saliva continually dript from the mouth. 

March 30, 1897, at the Sisters’ Hospital, operation was per- 
formed, Dr. Griffith assisting. The mucous membrane of the 
everted and down-drawn lower lip was separated from the chin 
‘and held up over the mouth. The sear tissue on the chin and 
part of that on the cheeks was excised. To cover the very ex- 
tensive wound that was left skin was obtained from the sub- 
mental region after the method of Regnier. In the submaxillary 
region a point was taken in the middle line the same distance 
plus 2 cm. below the lower edge of the wound made in the chin 
by the removal of scar tissue, as that edge was below the line 
of the lower lip. The two cm. were added to allow for shrinkage. 
Through this point across the submaxillary region an incision was 
made parallel to and longer than the edge of the chin wound. 
Through this incision we burrowed upwards until a skin flap was 
formed, having a pedicle on each side. The whole flap was then 
slipt up over the chin like a visor, and when sutured in position 
completely filled the defect. 

The wound left in the submaxillary region was covered part- 
ly by sliding the very mobile skin of the neck over it and partly 
by means of Thiersch’s grafts. Union took place satisfactorily. 
When seen about nine months after the operation it was found 
that the ugliest part of the deformity had been got rid of, that 
the patient could keep his mouth shut, and that there was no 
further dribbling of spittle from the mouth. 

Regnier’s method of operating, while devised for filling de- 
fects left by the removal of labial epitheliomata, is distinctly of 
service in such cases as the above. It is easy of execution and 
the flap has abundant vascular supply. 


SURGERY OF THE CHEST. 


BY EMORY LANPHEAR, M. D., PH. D., ST. LOUIS, MO., 


President’s Address to the Tri-State Medical Society of Iowa, 
Illinois and Missouri. 


In reviewing the surgery of the chest, I shall pass briefly over 

the subject of 
EMPYEMA. 

The literature of this subject is too voluminous, and the sur- 
gical treatment so well. understood that I can do no more than 
state the rules which now guide me in the management of the 
condition. 

It may be taken for granted that all will admit that when 
pus is present in the pleural cavity it must be let out. While it 
is true that the contents of an empyema may occasionally be 
absorbed—especially in children—there is too much danger of 
(a) spontaneous internal rupture, (b) death from sepsis, and (c) 
great deformity, to allow the disease to pursue an uninterrupted 
course. Cure by internal medication is out of the question as 


' even Hippocrates (1) decided; and devised means for surgical re- 


ited number of cases reported in the standard and current liter- , 


ature. 


This patient had had many of the local evidences of carcin- | 
appear: | 
The long quies- | 


omatous development long before there were distinct 
ances of malignant change in the papilloma. 
cence of the other papillomata would show a very low malignant 
coefliciency. On this account it was thought unwise to disturb 


these warts, or by any manner of meddlesome surgery to excite 


malignant change in them through the development of embry- | : 
; me . : ; at best but a temporary measure and is wholly unreliable. 


onal cells incident to repair. 

The only interest which may attach to this case lies in the 
peculiar manner and region of involvement. 
having elapst since the removal of the neoplasm, no prognosis 
concerning its recurrence may be reasonably made. 


But a ‘few months | 


lief, scarcely to be scorned in these days. Observation and ex- 
perimentation have therefore proven that operation affords the 
only relief. 

The objects of operation are: 

1. To evacuate the pus; 

2. To maintain drainage; 

3. To secure re-expansion of the lungs, if possible; 

4. To leave but little deformity. 

1. AS TO METHODS OF EVACUATION.—(a) Aspiration. 
This procedure has to be mentioned but to be condemned; it is 
It is 
true, as Henry Koplik says (2), “Patients have recovered under 
this line of treatment, but the risks are out of proportion to the 
advantages gained.” It should be employed onty in emergency 


work (as where symptoms are urgent and circumstances such 
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that radical measures are impossible); for those eases where one 
can scarcely determine whether the fluid is serum or sero-pus; 
and as a temporary expedient in double effusions. 

(b) Incision and Drainage—My experience has taught me 
that with children simple incision and drainage may suffice in 
most instances, the tendency of empyema of childhood being to 
recover if given half a chance. I know this is not in accordance 
with some late expressions from men of far greater experience; 
thus Scharlan, (3) giving his results in five years’ work reports 200 
cases treated exclusively by resection, with very low mortality, 
and claims that in about 50 per cent of the cases in children 
there were large clots in addition to the pus, which would have 
caused serious—perhaps fatal—results had he depended upon 
mere incision; but as he was able to remove them through the 
large openings recovery was secured, and much more speedily 
than by simple incision—some convalescent in ten days and all 
inside of three weeks instead of the usual six weeks of the latter 
treatment. Nevertheless I am inclined to stick to the simple in- 
cision (unless some special feature demands resection), as the 
two cases in which I made resection in young patients have died, 
whereas quite a large number treated by the other plan have per- 
fectly recovered—thus convincing me of the correctness of the 
statement of Shingleton Smith (4): “The mortality from resec- 
tion in children under three years is enormous as compared with 
that of those treated by simple incision.” In the child the lung 
readily expands after simple withdrawal of the fluid, whereas 
in adults this rarely occurs; and thereby a cure is effected, for 
favorable results come not from mere withdrawal of fluid nor 
yet from collapse of chest-wall, but from expansion of the lung 
and upward curvature of the diaphragm. Finally, if the case 
does not do well, secondary resection can be done. 

(ec) Excision of Ribs.—This is the operation of choice in 
adults. It may consist of resection of one or more ribs (Koenig’s 
operation) to secure perfect drainage, or of removal of a large 
section of the chest-wall to permit collapse and adhesions 
(Schede’s or Estlander’s operation). Hither one perfectly fills our 
first requirement (supra). 

2. To Maintain Drainage—To secure the best drainage I 
prefer to remove a portion of the sixth (and when possible the 
seventh) rib between the posterior axillary and the mammary 
lines. I like to make a large opening and irrigate, with my fin- 
gers or even my hand in the chest, removing clots and liberating 
the lung from recent adhesions of such character as to prevent 
expansion of the lungs; using hot normal salt solution. After 
this irrigation a large rubber drainage tube—two, if the cavity 
is large—is sticht into the opening, the suture being firmly fixt 
in the skin. About ten years ago I lost a drainage tube with 
safety-pin and adhesive plaster—all dropping into the pleural 
space and necessitating extensive costal resection to secure them. 
Since them I have been careful to anchor the tubes securely to 
skin. 

Having cleaned out the pleural cavity and establisht perma- 
nent drainage is it best to irrigate daily with a solution of bi- 
chlorid of mercury as advised by Dennis? (5) After careful trial of 
irrigations, and subsequently of simple drainage, I have reacht 
the conclusion that patients ultimately have better chests with- 
out any irrigation except at the time of operation. Thé facts 
are, the fluid crowds the lung away from the thoracic wall and 
so prevents or hinders the formation of those adhesions so essen- 
tial to the obliteration of the pus cavity; the not infrequent ab- 
sorption of toxic, germicidal agents adds to the mortality (one 
case of iodoform absorption in my work came near ending fat- 
ally); and the irritation to the patient retards convalescence. So 
I advise against repeated irrigations. 

While the patient is in bed it is well to connect the drainage 
tube with a long piece of tubing, which passes over the edge of 
the bed and ends in a basin of sublimate solution, as suggested 
by Fowler (6)—‘“the patient being saved much discomfort from 
wet and soiled dressings and aggravation of septic conditions 
avoided.” When the patient can sit up, and walk around, a bot- 
tle suspended at the waist may be substituted, as practist by 
Buelau of Hamburg. 

8. To Secure Re-expansion of Lungs.—With children, as 
already stated, this is not difficult. Nature attends to the cure 
if the pus be withdrawn sufficiently early. But with adults 
it is different. What, if anything, can be done to cause the lung 
to resume its proper space—wholly or partially? I well remem- 
ber the proposition of a member of this society, Dr. Geo. Halley, 
Professor of Surgery in the University Medical College of Kan- 
sas City, made in 1889 at the South Kansas Medical Society; to 
make a free opening in the chest-wall, introduce the hand and 
break up the adhesions, which bind the lung into its abnormal 


position, gently curetting with the fingers wherever necessary. 
This plan was received with amazement by the timid ones, but 
has been practist by Halley and others with some success in 
cases of not too long standing. In old cases it is doubtful if 
much can be done. Curettement of the walls of the cavity has 
been recommended by Beck. “A rather large ring-shaped cur- 
et with dull edges and flexible shank or stem answers the pur- 
pose admirably, and is a safe instrument in the hands of an 
operator of average skill. By means of it flocculi adherent here 
and there to the walls of the cavity may be loosened and re- 
moved, those sources of sepsis being thus eliminated and the 
cure thereby hastened very materially. The instrument may 
also be employed to scoop out from the depths of the thoracic 
cavity such thick matrial as will not wash out during irriga- 
tion; and to revivify the surfaces of the empyema with thick and 
gristle-like walls.” (7) Chief reliance must, however, be placed 
on early recognition and thoro, careful operation. 


4. Prevention of Deformity.—In children, if empyema be di- 
agnosticated early in its course, and perfect evacuation secured, 
little deformity is likely to occur. Even spontaneous evacuation 
may leave but little. I recall a case which I saw in the prac- 
tice of Dr. G. D. Maxson, of Hartford, Kan., some years ago— 
a girl whose parents would not consent to operation; the pus 
evacuated itself externally, the lung expanded promptly and 
soon all that remained was a small fistulous tract with no chest 
deformity. On the other hand, I recollect an Irish woman, who 
was a patient of mine some eighteen years ago; in infancy she 
had spontaneous evacuation of an empyema in the seventh in- 
terspace; at 45 the fistula still discharged and she had the worst 
deformed chest I ever saw. She sought relief from the annoy- 
ing discharge of the fistula, but would not consent to radical 
measures. It is probable that the operation I proposed—resection 
of the rib, scraping the pleura and allowing the small cavity to 
heal from the bottom—would have effected a cure; tho I believe 
this operation has also failed in some instances. 


When the abscess cavity (in the adult) has shrunk to its 
smallest without obliteration there remains nothing to do but 
to resort to Schede’s operation: cut away a large part of the 
chest-wall—bone and greatly thickened parietal pleura—leaving 
the skin, fascia of pleura and periosteal remnants, and allow- 
ing these to sink in upon the visceral pleura. Schede sews them 
to the pleura—a wise plan in some cases. 

In concluding this part of my subject I wish to call especial 
attention to the necessity of maintaining strict asepsis during 
the operation and also during the after-treatment, as long as the 
fistula remains. It is true that we have in these cases a pus- 
infection to deal with in many instances; but not so frequently 
as is generally supposed. Suppurative pleuritis may depend 
upon: 

1. The pneumococcus; 

2. The streptococcus pyogenes; 

3. Saprogenic organisms; 

4. The staphyllococcus albus or auteus; 

5. The tubercle bacillus; 


6. And rarely Friedlander’s bacillus leapsulatus, the bacillus 
coli communis, ete. 


In a very large proportion of cases there is a mixt infection 
of bacillus tuberculosis and true pus organisms—just as in the 
abscesses of osteal tuberculous disease; but quite often the sero- 
pus is of pure tubercular character. Many distinguisht authors 
are reaching this conclusion. For example Osler says: (8) “I 
must confess the more carefully I have studied the question the 
larger does the proportion appear to be of pleurisies of tubercu- 
lous origin.” 

If then, in our surgical treatment, we engraft upon a tuber- 
culous condition a streptococcus or a staphyllococcus infection 
we may be the cause of a fatal termination, whereas recovery 
might be obtained by strict att2ntion to antiseptic details. This 
is especially necessary in making exploratory puncture and in 
aspirating simple (?) pleuritic effusions. These are regarded as 
so trivial that every doctor is ready to thrust a needle into the 
chest in every case of suspected accumulation of fluid there; and 
many of them with only the slightest attempt at surgical clean- 
liness. The results are deplorable. I believe that fully one-half 
of the cases of true pyo-thorax I have seen coula be directly 
traced to unclean puncture. Observations of similar character 
are of late coming from surgeons of every land, and speak most 
eloquently in favor of more care in exploratory thoracic work. 


(To Be Continued..) 
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MULTIPLE FIBROMAS.—APPENDICITIS.—OPERATION AND 
RECOVERY. 


BY J. H. VAN EMAN, M. D., KANSAS CITY, MO., 
Professor of Diseases of Women, Kansas City Medical College; Member 
American Medical Association. 


The two following cases are deemed worth reporting: 


MULTIPLE UTERINE FIBROMA; OPERATION, RECOVERY. 


In 1889 Mrs. S. came under my care. She was twenty-nine 
years old, widow, never pregnant, and by occupation a teacher. 
She gave a history of profuse and painful menstruation; the pro- 
fusion had existed about two years; the pain since early girl- 
hood. In the last two years the flow did not stop at the end of 
her menstrual week, but was continuous, making it necessary 
to always use a napkin. In other respects she was an active, 
healthy woman. Family history good, excepting a neurotic 
mother. Examination showed an enlarged and very firm uterus 
lying low in the pelvis, not very mobile, and without any markt 
tenderness. Owing to rigidity of the abdominal walls bimanual 
examination was difficult and nothing more was developt. After 
some months of general treatment without benefit, an operation 
was advised, which at that date would have heen an oophorec- 
tomy. This was declined. I continued to be her medical advis- 


er, but no further examinations were made until February, 1898. 
During all these years the only thing reported was continuous 
flow, and in the last three years the appearance of a hard lump 
in the right inguinal region. In July, 1897, while on her vaca- 
tion at Colorado Springs, she had a severe illness with great pain 
in lower abdomen, rapid pulse and high fever. But little ex- 
amination was made by the attending physician, and she says no 
diagnosis was given her. On the date above mentioned, viz., 
February, 1898, she had a hard fall on an icy pavement. Within 
thirty-six hours another attack like the one at Colorado Springs 
developt: severe pain, rapid pulse and high temperature. This 
attack of a pelvic peritonitis was easily managed, altho com- 
plete convalescence was slow. Abdominal examination at this 
date showed a firm, slightly irregular pear-shaped tumor on the 
right side, extending above to the level of the umbilicus, to the 
left or a little beyond the median line, and below into the pelvis. 
This tumor was the size of a fetal head, and during the febrile 
attack and for some time afterwards was very sensitive. In the 


early part of May, 1898, she applied for further advice, reporting 
that she had to use one or two napkins every twenty-four hours 
and during the menstrual period of five or six days sometimes 
as many as sixty napkins. all of which were saturated with 
blood. The heart beat rapidly on slight exertion and her lips 
and gums were blancht to whiteness. She desired to know if 
I thought it possible for her to teach another year without an 
operation, and on being answered in the negative, said she want- 
ed the operation at the termination of her school. She was at 
once put on one-thirtieth grain of strychnine three times a day, 
with the usual attention to the skin, kidneys and bowels. 


Section made May, 23, 1898, in which I was ably assisted 
by Dr. Herman Pearse of Kansas City. The long incision was 
made and the upper tumor easily brought out. It proved to be 
pedunculated fibroid of the uterus arising from the right side of 
the uterine fundus, with a moderately thick pedicle. The adhes- 
ions were few and slight. Below it, firmly bound down by strong 
adhesions and completely filling up the true pelvis, was a second 
tumor equal in size to the first and proving later to be the uterus 
containing an intramural fibroid. After carefully breaking up 
adhesions, tying off vessels and separating and pushing down 
the bladder in front, we were finally able by using a good deal 
of force to eventrate the second tumor, after which the serre- 


noeud was applied in the usual way, the wound closed and dress- 


ings applied and patient put to bed. In spite of her bloodless 
condition, she reacted nicely. More than usual care was taken 
to prevent loss of blood and lessen shock. Her cenvalescence 
was uneventful. There was, however, more than the usual com- 
plaint of pain. August 5 the wound had been entirely and finally 
closed for some weeks. Appetite excellent, weight greater than 
in a number of years and gaining strength rapidly. The tumor 


proved to be multiple fibroma, consisting of two large growths 
and several smaller ones. 


ACUTE APPENDICITIS; OPERATION, RECOVERY. 


March 24, 1898, 11:30 p. m., I received a telephone message 
to call to see a young man, who had been sick for two days. This 
message was from the attending physician, who reported the 
case as an appendicitis, and gave it as his opinion that the oper- 
ation should be made at once. On reaching the patient an hour 
later I found him in bed with his right knee drawn up, pulse 
120, temperature 103. Bowels had been thoroughly cleaned out. 
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Pain was not great, as he had been given a dose of morphine 
an hour before to quiet pain. History.—Age 24, single, book- 
keeper. No previous attacks. Two and one-half days previously 
had been awakened in the morning about four o’clock by an in- 
tense pain in the ‘ileocecal region. This pain, while moderated 
by opium and hot applications, still continued, but there was 
no rise of temperature for more than 24 hours. I found besides 
the drawn-up knee a hardness of the muscles and tendons in the 
right inguinal region and also a small firm enlargement on the 
level but to the right of McBurney’s point. As the lights were 
decidedly poor and the case did not seem urgent. I decided to 
defer the operation until daylight. At 8:30 a. m., March 25, the 
patient was anesthetized, placed on an improvised table, and af- 
ter the usual cleaning up, an incision three and one-half inches 
long was made over the most prominent part of the tumor and 
rather nearer than usual to the illium. After getting down to 
the muscular layers, they were separated as much as possible 
rather than cut. On getting down toethe cecum, I found no ad- 
hesion between its anterior surface and the anterior abdominal 
walls. After carefully walling off the general peritoneal cavity 
with iodoform gauze, I continued my dissection, finding the mass 
lying to the right and behind the lower end of the colon. I was 
compelled to lift the cecum outside of the abdominal wall. 1 
found the appendix (untsually short) inbedded in an exudation- 
mass containing pus, with a markt fecal odor. The quantity 
of pus was not great, but its odor was unpleasant to say the 
least. After cleaning out the wound as thoroly as possible, 
the appendix was brought up, ligated with silk, cut off, cauter- 
ized and dropt back, the ligature being left long and its end 
brought out through the wound. A double rubber drainage tube 
was introduced, the upper half of the incision closed by deep 
interrupted sutures, gauze packt around the tube, and gauze cot- 
ton and gauze dressings applied and a retention bandage over all. 
The temperature remained above normal for three days, going 
down gradually. The ligature on the stump came away on the 
fourth day and then convalescence was without an interruption. 
and he returned to his home in Ohio at the end of four weeks. 
The only thing in this case different from others reported is in 
the management of the pedicle. This is my apology for report- 
ing the case, if apology be needed. 


SOME REMARKS ON FIBROID TUMORS OF THE UTERUS* 


BY H. TUHOLSKE, M. D., ST. LOUIS, MO. 


Professor of Surgical Pathology and Clinical Surgery in the Missouri 
Medical College. 


According to Shauta, myomata, fibromyomata and fibromata 
of the uterus are circumscribed hyperplasiae of the uterine tis- 
sue, in which all tissues which form the uterine wall are con- 
tained, which, however, are separated from the more or less 
normal uterine tissue by a layer of loose connective tissue. The 
tumor itself consists, as indicated above, of the same elements 
as the uterine wall, but there is a change in the quantitative re- 
lation of the single elements, since some tumors consist almost 
exclusively of smooth muscular fibers, as myomata, others pre- 
ponderatingly of connective tissue, as fibromata, others again 
of both of these tissues in varying proportions, as fibromyomata. 
Most: varied gradations exist between the three mentioned 
forms. If we remember besides the widely differing develop- 
ment of the blood and lymph vessels, the softening, the fatty 
metamorphosis, the myomatous degeneration or calcification 
which is noticed in myomatous growths, we will readily compre- 
hend that we may find in this group tumors of great hardness, 
almost bony, and again some which in their soft, fluctuating con- 
sistency rival ovarian cysts. We divide uterine myomata into 
those which have their origin in the body and those which grow 
from the cervix uteri; secondly, into intramural or interstitial, 
subperitonea:, or submucous, according to their relationship to 
the uterine wall. ; 

All myomata are interstitial in their origin; most remain so, for 
according to Winkel, 65 per cent of all are interstitial, 24.3 per 
cent subperitoneal, and 10.7 per cent submucous. This is due 
not alone to an increase in size, but to the contraction of the 
uterine tissues and the movement of the growth in the direction 
of least resistance. 

The submucous myomata of the body of the uterus or of 
the cervix were the earliest known varieties. They present 
symptoms earlier and more clearly and are more readily reacht 
by a well understood route. While small they are sessile and 
push the mucous membrane but little ahead of them; when 


*Read before the Southern Surgical and Gynecological Asso- 
ciation. 


growing they become prominent and pedunculated. The pedicle 
consists of the mucous membrane and the capsular remains of 
che tumor. With a long and thin pedicle the tumor will lie free 
in the cavity of the womb or in we vagina, and is then called 
ubroid polypus. 

Subperitoneal or subserous fibroids originating in the fundus 
uteri form bud-like elevations upon the uterus when small, but 
growing they may present prominent tumors, pedunculated or 
with broad bases, and of almost grotesque shape. Growing 
from the posterior wall and becoming pedunculated, they may 
get down into Douglas’ cul-de-sac and impose as hard, mova- 
ble tumors of the ovary. I have seen one, degenerated into a 
fibro cyst, fill the hollow of the sacrum and the cul-de-sac, and 
push the uterus upward and forward. When starting from the 
lateral wall of the uterus sear cue atachment of the broad liga- 
ment, they may become intraligamentous, fill the side of tht 
pelvis, grow upward and downward and crowd the uterus 
against the side of the pelvis and upward. 


Intramural fibroids are most frequently multiple. When 
small they are readily overlookt, but in their further develop- 
ment sometimes increase the size of the uterine body and cavity 
enormously, and according to location bend and distort the uter- 
ine body variously. I have seen the uterine cavity expanded fan 
shaped and measure the whole length of the uterine sound from 
the mouth to either cornu and a cervix full of intramural tumors 
the size of a man’s arm. The pelvic organs principally feel and 
resent the presence of fibroids. 

Those which grow from the anterior supra vaginal portion 
of the uterus raise the bladder, push forward its posterior wall, 
and many produce immense dilation and elongation of that 
viscus. The ureters may be dislocated downward or outward, 
or become occluded or comprest; obstruction of the bowels from 
pressure on the rectum or colon may occur; and the tubes and 
ovaries themselves undergo, as a rule, distinct changes, such as 
thickening and increase of stroma, cystic degeneration, or other 
destruction of their follicles. 


The fate of the tumors themselves is foreshadowed in the 
description of their composition and because of their relation to 
their surroundings. Hence after inflammation they may be- 
come very dense or necrosed; they may undergo fatty degen- 
eration or liquefaction with the formation of cystic cavities; 
they may calcify or entirely disappear; they may become 
lymphangiectatic or telangiectatic; it is said that they may be- 
comp’ sarcomatous, and Mr. Grieg Smith has seen one such case 
in kis practice, but they usually grow during pregnancy. 

The first sign of uterine myoma is usually metrorrhagia. 
Hemorrhage rarely comes from the tumor itself, but may be 
due to erosion of large veins or sinuses, the result of capsular 
ulceration. As a rule, however, the bleeding is due to the hyper- 
trophic or degenerative changes of the mucous membrane which 
are almost constant. These are especially referable to the parts 
forming the capsules of the growth. At first the excess of bleed- 
ing occurs at the menstrual time; then in the intervals, until it 
finally becomes continuous. In the intervals glairy, sero-mucous 
or semi-purulent discharges increase the discomfort of the pa- 
tient. Great anemia and a pale, sallow complexion are charac- 
teristic of the disease; in connection with which we see fat de- 
posits in abdominal parietes, and fatty degeneration of the heart 
muscle. Pain is mostly present at the menstrual period, due to 
uterine contraction or tension of the capsule surrounding the 
tumor; great discomfort results from pressure upon the bladder 
and bowels; very large tumors, pushing the parietes downward 
and forward, produce edema of the skin and a condition. resem- 
bling elephantiasis. I remember a case of an enormous inopera- 
ble fibroid, brought to me by Dr. A. B. Miller, of Macon, Mo., 
in which gangrene of the parietes allowed the growth to present 
externally. Quite a percentage of patients are sterile, although 
patients with uterine myoma may be sterile from other causes. 
A successful termination of pregnancy is greatly jeopardized; 
there may be inability to expel the fruit, or there may be fatal 
bleeding from incomplete closure of the uterine sinuses. The 
most important diagnostic signs of a uterine fibroid are the great 
hardness of the tumor, its intimate or absolute connection with 
the uterus, and the increase and distortion of the uterine cavity. 
When softening of the tumor has occurred, differentiation from 
ovarian cystoma may become difficult; and the presence of an 
ovarian cystoma may overshadow the signs of subperitoneal and 
perhaps intramural fibroids. 

Submucous fibroids when penetrating through the os are 
readily recognized; when small and sessile at the fundus, di- 
og may be difficult, and great care will have to be exer- 
cised. 

Pregnancy complicating uterine fibroids may offer consid- 
erable difficulty to a correct diagnosis. With a small fibroid 
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pregnancy will most likely be recognized and the tumor over- 
lookt; with a large tumor and a pregnancy, the latter is apt 
not to be recognized. About ten years ago an interesting case 
illustrating the latter was referred to me by Dr. P. G. Robinson, 
of this city. The patient had been treated by him for uterine 
fibroid before marriage and at various intervals for several 
years after marriage. The patient was considered sterile. When 
eoming again for treatment she had been somewhat irregular 
and had mist her menses twice, but had again menstruated for 
five months as freely as before. There were neither rational nor 
physical signs of pregnancy. Still the interruption of her 
menstruation for two months inclined the doctor to believe that 
there had been pregnancy. Her uterus reacht to midway be- 
tween the umbilicus and the ensiform cartilage centrally, and 
laterally up to her ribs. The uterus was boggy and irregular, 
and a large fibro-cyst filled the hollow of the sacrum. She was 
septic, had fever and sweats and a pulse running to 120. 
There was either a necrosing submucous fibroid or a dead 
fetus. The uterine sound past its full length and on withdrawal 
was free of blood. Dr. G. J. Engleman examined the patient 
with me. The uterine neck was hard and thick. Dilatation of 
the cervix for exploration seemed impossible, and on account of 
her sepsis I concluded to operate. I removed the uterus, tumors, 
tubes, and ovaries by supravaginal hysterectomy. On examining 
the specimens we found multiple fibroids, a fibrocyst coming 
from the posterior walls of the uterus, an immense fan-shaped 
uterine cavity, and in one cornu a decomposed three months old 
fetus. The patient recovered. 


The prognosis of small or medium sized subperitoneal or 
intramural fibroids growing slowly in a patient near the meno- 
pause may be said to be favorable. It must be remembered 
however that the menopause in those cases may not come until 
the age of fifty or fifty-five. They are amenable to symptomatic 
treatment with ergot, hydrastis canadensis, proper regimen, 
change of air, perhaps electricity (with which, however, in these 
cases I have no experience), and above all by the removal of the 
ovaries and tubes. 


Bleeding submucous or other fibroids, rapidly growing or 
large tumors, tumors giving rise to pain and pressure symptoms, 
or those in which degenerative processes are demonstrable, can 
‘be reacht only by operation. The operative procedures indicated 
are: First, for submucous fibroids, according to their position 
and condition, splitting of the capsules and enucleation of the 
tumor after dilatation or discission of the uterine cervix, or, if 
ypedunculated,.removal with ligature and scissors. 


Under this head I desire to mention two cases rather out of 
the ordinary. The first was that of a woman of forty, sent to 
me from the country to be operated on for abdominal tumor. The 
tumor reacht nearly to the umbilicus, was smooth and globular 
in outline, was as broad as a uterus at about seven months preg- 
nancy, and was nearly centrally located. The patient had thhad a 
‘sanguineous, offensive discharge from the vagina for upwards of 
two years. On examination per vaginam, I encountered at once 
a large, fleshy, soft mass, which filled the vagina. To trace it 
upward, I introduced my hand with ease and past it up the vag- 
ina until my arm, to midway between the wrist and elbow, be- 
came also intravaginal. I still could not feel the end of the 
, growth even when the assistant pusht down uponit from above. 
‘The vagina was wonderfully capacious. Under an anesthetic and 
after as much cleansing of the growth and vagina as possible, 
with the patient in the lithotomy position, I pulled the growth 
~with large volsella through the vulvar opening and proceeded to 
remove it piecemeal. Getting it lower and using traction, I con- 
tinued the morcellement of the growth until something like four 
‘pounds of a myxomatous mass ‘had been removed. Still I could 
not reach the os. I disinfected and tamponed. Three days later, 
when the patient had recovered from the effects of the operation, 
I began the use of hypodermic injections of ergotin. At the end of 

three weeks the uterus could be felt just above the pubic sym- 
phisis, and the vagina contained as much tumor mass as before. 
I was now able to remove, by morcellement, the whole growth, 
which had its origin in the lower right segment of the uterus. 
‘The mass removed weighed eight pounds. The patient got well. 

The second case was brought to my hospital by Dr. Walton, 
of Pacific, Mo. The patient, an unmarried woman of thirty, of 
rather low mentality but of excellent physique, ‘had been 
troubled with excessive bleeding and watery discharge from the 
vagina. Her limbs were enormously swollen and presented the 
appearance of elephantiasis. Through the small vulvar opening 
the finger came upon a firm, solid tumor, which filled the vagina. 
Under anesthesia only two fingers could be introduced and the 
limits of the growth could not be reacht. Introducing a knife 
iinto the vagina I made a free incision through its lower segment 


and cut the tissues freely through the left lateral ischio-rectal 
fossa. I could now introduce my hand but could not move the 
growth. It seemed to be firmly held. Taking hold of it with 
large volsella, I moved it from side to side without being able to 
dislodge it. On raising it upward the air rusht in between it and 


the vagina, and it became free at once, like a pelvic growth 
which, sometimes, when apparently fixt, can be raised out of the 
pelvis when the air rushes in between it and the tumor. The 
tumor was a globular, hard fibroid, with a broad pedicle at- 
tacht to the cervix. Its complete removal after delivery was not 
difficult. Its weight was four pounds. 


Subperitoneal fibroids, when pedunculated, are treated by ex- 
cision of the pedicle and suturing of the gap in the uterine tis- 
sue and peritoneal closure; when sessile by enucleation and 
closure of its cavity. A. Martin’s name (in American Text-Book 
on Gyenocology) is prominently connected with the vperation for 
interstitial fibroids. He removes the tumor in a bloodless way 
by using the temporary elastic ligature, and expects to perma- 
nently control bleeding by sutures. The mortality is so high, 
however, that I think his method will find few followers. 


For most other fibroids or fibro-cysts, hysterectomy, supra- 
vaginal or total, is to be preformed; for those not larger than 
perhaps a fetal head, in a uterus without adhesion and a capa- 
cious vagina, vaginal total hysterectomy and morcellement; for 
large tumors interfering with delivery, Porross rather than 
Saenger’s operation. 

The operation of supravaginal ‘hysterectomy presents many 
unsolved problems. The variety of procedures recommended 
testifies to the earnest work done in this connection and em- 
phasizes the fact that the questions involved have not been 
definitely settled. It consists essentially of the amputation of 
the uterus and growth at or about the level of the internal os. 
More or less of the cervix is left, and upon its care or disposal 
have turned almost all the various methods proposed. The old- 
est operation is the supravaginal amputation and extraperitoneal 
treatment of the stump according to Pean, Hegar, Kaltenbach, 
Kimball, Thomas and others. After ligation of the broad liga- 
ments, an elastic cord or some clamp or constrictor was applied 
to the cervix, the amputation made, the stump fixt in the lower 
angle of the wound, sutured to the parietal peritoneum, and the 
wound closed. Schroeder was the first to systematically develop 
the intraperitoneal treatment of the stump. After application 
of the constrictor, he amputated, cut out a wedge-shaped piece 
of the cervix, closed the defect with deep and superficial sutures, 
sewed the peritoneum over it and dropt the stump. Wolfler and 
Haeckler’s intraparietal method was a compromise between the 
extra and intraperitoneal treatment. Kelly ingeniously suspended 
the stump from the parieties by two ligatures, left long. Zwetfel 
dissected an anterior and posterior peritoneal flap, burned the 
cervical surface with the thermocautery and closed the cuff over 
it. Chroback made an anterior and posterior cuff, ligated the 
uterine arteries, burned the cervical canal with the cautery, put 
in a drain through it into the vagina, and closed the peritoneum 
as the others had done. Shauta found that the uterine cavity, 
in quite a percentage of cases, contained streptocucci or staphy- 
lococci, and to avoid peritoneal contamination did not amputate 
through the cervix until the parietal peritoneum was closed 
around the stump. Polk and Senn formed a cuff of the peri- 
toneum, dissecting it off from the tumor or uterus and ligating 
the vessels (Noble). The cuff was attacht to the parietal peri- 
toneum after removal of the tumor, and the stump, while in 
the pelvis, was shut off from the peritoneal cavity. Until Stim- 
son showed that, by ligation of the ovarian and uterine arteries, 
hemorrhage could be practically controlled, the elastic ligature, 
serre noeud and clamp were considered essentials of the opera- 
tion. Even now in such standard works as that of Greig Smith 
this method occupies an all important position. 

Until 1892, the supravaginal operation with the extraperito- 
neal treatment of the stump was the operation most frequently 
performed, because of the success of the operation in the hands 
of Hegar, Kaltenbach, Koberle, Keith, Bantock, Tait, Price and 
Kelly. It was my favorite method, and I have a series of twen- 
ty-three cases so treated without a death. I have seen Schroeder 
perform many operations by his method. I had two deaths out 
of eight by following his plan. The introduction of the Trendel- 
enburg position and the work of Stimson and Baer on the liga- 
tion of the ovarian and uterine arteries gave an impetus to the 
operation of panhysterectomy, and the results of Bardenhauer, 
Martin, Chroback, Shauta, Kustner, Pryor, Eastman, Polk, 
Baldy and others are distinctly encouraging. Between the intra- 
peritoneal method, according to Schroeder, and total extirpation, 
retroperitoneal hysterectomy occupies an important position. In 
the modern retroperitoneal operations the elastic ligature is dis- 
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earded and bleeding is controlled by the ligation of the ovar- 
jan and uterine arteries and covering the wound in the broad 
ligaments and the stump proper with peritoneum. As important 
contribution is the report of Dr. Kelly to this association in 
1895 of over 200 hysterectomies by “Continuous Incision from 
Left to Right or from Right to Left,” and so is the work of 
Pryor. Dr. Noble’s paper on the present status of hysterectomy 
for fibromyomata is instructive, and contains in detail the opera- 
tive methods now in vogue. So far as I can determine from sta- 
tistics, the mortality after supravaginal amputation is less than 
that of total removal. The mortality after the extraperitoneal 
method gives a smaller mortality than either. Nevertheless it 
will be less and less frequently employed in the future, and will 
at last be superseded by total hysterectomy. 


REMOVAL OF THE EPITHELIOMATOUS TONSIL BY THE 
EXTERNAL ROUTE (PHARYNGOTOMY) WITH A 
REPORT OF TWO SUCCESSFUL CASES.* 


BY A. F. JONAS, M. D., OMAHA, NEB. 
Professor of Clinical Surgery in the Omaha Medical College. 


It is not my purpose to discuss epithelioma from an etiologic 
or pathologic standpoint; as practical surgeons we are chiefly con- 
cerned in the clinical and operative aspects of this insidious, re- 
lentiess and fatal disease. , 

The results from operative and other treatment of malignant 
disease of the tonsil have been so uncatisfactory (perhaps more 
unsatisfactory than when located in any other accessible cavity) 
that Butlin, after careful research, exclaims: “The prospect of 
permanent relief by operation in any case of malignant disease 
of the tonsil is very small, even if there can be said to be any. 
Removal of the disease through an external incision (pharyngot- 
omy) has hitherto proved a dangerous proceeding, and has not 
yielded as good results as operations through the open mouth. 
“In future cases, pharyngotomy cannot be recommended and, 
unless the results produced by it are far better for the next 
series of cases than those which it has yielded hitherto, it must 
be condemned as an unjustifiable proceeding.” This is certainly 
emphatic language by an eminent authority. And yet it seems 
to me we cannot stand idly by without an attempt to remedy the 
existing condition. 

With improved technic, increast experience and a more 
thoro knowledge of the dissemination of epithelioma and the 
more encouraging results from extirpation of epithelioma in 
other glandular organs, more especially epithelioma of the 
breast, as operated according to the painstaking and minute 
attention to detail as taught us by Halstead, we have been 
prompted to renewed efforts when the disease has attackt the 
tonsil. Fortunately, primary epithelioma of the tonsil is a rare 
disease, so infrequent indeed that those of large experience have 
seen very few cases. 

I desire to place on record two cases of epithelioma removed 
by the external route, by the operation known as pharyngotomy, 

Case I.—M. H., mechanic, aged 40, American, married, has 
always enjoyed good health, except for recurrent attacks of ton- 
silitis extending over a period of five or six years, the attacks 
recurring at least once a year, and often ending in suppura- 
tion. During the intervals his throat was sensitive, much accu- 
mulation of mucus and frequent hacking cough. His family 
history was negative, none of his immediate relatives having 
been affected with carcinoma or tuberculosis. 


During the last year, and since his last attack of tonsilitis, 
he has had increast tenderness and sensitiveness in the right 
tonsilar region, with occasional expectorations of blood, which 
he thought to have come from the right tonsil. Deglutition be- 
came difficult and painful. He had lost in weight, which he be- 
lieved to be due to his. inability to swallow proper food, his diet 
during the last three months having consisted largely of fluids. 
On inspection, the right tonsil was found to be enlarged, ulcer- 
ated on its median side. It was found to be very sensitive to 
the touch, bleeding easily. On palpation with the finger it was 
found to be hard and irregular over its entire surface. It was 
slightly movable. The pillars of the fauces were not involved, | 
and the entire process, from the mouth, seemed to be confined _ 
to the tonsil itself. The pharynx and naso-pharynx were red- 
dened and slightly edematous. The opposite tonsil was moder- | 
ately enlarged, but to the touch with the finger, as well as in 


appearance, presented nothing that would suggest malignancy. 


*Synopsis of paper read before the American Medical Asso- 
ciation. 


Beneath and slightly posterior to the angle of the right jaw 
was found an enlargement the size of a hickory nut, which was 
painful and tender on pressure. The diagnosis of epithelioma of 
the tonsil was made. 

It now became a question whether this mass should be re- 
moved through the mouth by excision, galvano-caustic snare, or 
by the external route through the submaxillary triangle. On 
further examination it was found that the entire growth could 
not with certainty be removed through the mouth. A pharyn- 
gotomy was therefore decided upon. 

Under chloroform anesthesia a triangular flap was reflected 
forward, the lines of incision extending along the lower margin 
of the lower jaw, beginning about midway on the horizontal 
ramus and extending to the mastoid process, and thence down- 
ward along the anterior margin of the sterno cleido mastoid mus- 
cle to a point opposite the cricroid cartilage; the submaxillary 
and superior carotid triangles were exposed. The enlarged and 
affected gland was situated within the submaxillary triangle; 
by means of blunt dissection the surrounding structures were 
separated without much hemorrhage. The sterno-cleido mastoid, 
together with the carotid artery, the internal jugular vein and 
pneumogastric nerve were retracted posteriorly with blunt hooks. 
The diagastric, mylo-hyoid, hyo-glossus were likewise retracted. 
The tongue now became unmanageable, interfering with res- 
piration, so it was drawn forward and held by means of a vul- 
sellum forceps. The left index finger was now introduced into 
the mouth and pressure made outward against the tonsil. The 
head was drawn strongly to the left side, and by means of a 

lunt dissector the tonsil was gradually separated and the 
growth removed. The pharynx and larynx could not be inspect- 
ed. With curved scissors and pincet the ragged margins of the 
wound were trimmed. ‘No blood seemed to have entered the lar- 
ynx. The pillars of the fauces were drawn together with cat- 
gut and the external wound closed with deep interrupted silk 
sutures. No drain. The healing process was uneventful. The 
patient was nourisht with a feeding tube nearly two weeks, af- 
ter which time deglutition gradually improved. The patient was 
last seen nearly four years after the operation, with no trace of 
recurrence. 

Case II.—H. M. farmer, aged 56, married, muscular, well 
nourisht. He was always well until eighteen years ago, when 
he suffered from pneumonia, from which he completely recover- 
ed. He has been of constipated habit for nearty twenty-five 
years; has had hemorrhoids in mild form. His digestion has 
been imperfect, eructations of gas and occasionally of fluids, 
which he described as being at times sour, at other times bitter 
and again salty in taste. For many years he has had chronic 
pharyngitis, always greatly aggravated on exposure to cold, pro- 
ducing hoarseness and much tenderness during deglutition. 
About one year ago he began to experience pain, sometimes of 
a lancinating character, and tenderness in the left side of the 
throat while swallowing. He cought much, expectorating a muco- 
sanguinolent substance, and occasionally clear blood in consid- 
erable quantity, which temporarily gave relief from pain. His 
medical attendant, believing that he had to deal with a hyper- 
trophied tonsil, attempted its removal, and did remove the larg- 
er part with a tonsilotome. Within a short time the pain in- 
creast, the muco-purulent expectoration appearing in augment- 
ing quantities, until in a few weeks he was unable to sleep 
without opiates. He consulted Dr. Kinsler, who diagnosed 
epithelioma of the tonsil and referred the case to me for opera- 
tion. 

On inspection a hard, nodular, ulcerating, easily bleeding 
mass, occupying the site of the left tonsil, projecting toward the 
uvula and extending upward along the anterivr and posterior 
pillars of the fauces to the soft palate, and downward tv the 
margin of the epiglottis. This mass was lightly movable, very 
tender and bled easily. On external palpation was found, im- 
mediately beneath the horizontal ramus of the jaw at its angle 
and extending forward nearly one-third of its length, a hard 
ovoid mass the size of an English walnut, immediately adherent 
to the soft sublingual gland. Below this mass could be felt 
three hazelnut-sized nodules. 

The diagnosis of epithelioma of the left tonsil with involve- 
ment of the submaxillary lymphatics and the sublingual gland 
was confirmed. 

Excision of the affected structures by an external route was 
determined and was done April 26, 1898. A strong silk suture 
was past through the point of the tongue for the purpose of 
controlling this organ. A tracheotomy tube was at hand in 
case of necessity. 

An incision was made, beginning at the mastoid process and 
extending downward to a point opposite the lower margin of the 
thyroid cartilage, and a second, beginning at the point of com- 
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mencement of the first and extending forward along the lower 
margin of the horizontal ramus of the inferior maxillary to its 
middle point. This flap was, by rapid dissection, turned down- 
ward and forward, giving ample room for all manipulation. The 
external jugular vein was ligated with two ligatures and divided. 
On palpation a number of distinctly infiltrated glands were felt 
beneath the sterno-cleido mastoid. This muscle was therefore 
divided diagonally and its ends reflected, giving easy access to | 
the involved structures. By blunt dissection it was found that | 
the glandular enlargements were intimately and firmly attacht | 
to the internal jugular and both internal and external carotids. | 
The pneumogastric nerve was isolated and the vein and arteries 
ligated, greatly facilitating the extirpation of all the nodes, to- 
gether with the sublingual gland, which was plainly involved. 
After an exact hemostasis the head was drawn toward the right, 
the tonsilar mass was seized from the wound with a four- 
pronged vulsellum forceps and pressure from the throat outwarl 
with the index finger of an assistant; the pharynx was opened 
with curved scissors and the mass rapidly clipt away. It was 
now possible to inspect the pharynx, and several remaining 
masses were easily clipt away. The hemorrhage was slight and 
easily controlled. No blood had entered the larynx. After 
copious fiushing and swabbing an attempt was made to approxi- 
mate the buccal and pharyngeal mucous membranes with strong 
catgut, but with only partial success. The deeper soft struc- 
tures were coaptated with same suture material and the integu- 
ment with a subcuticular silkworm gut. A gauze drain was 
placed in the lower angle of the wound. The external wound, 
except where the drain was placed, united per primum. Feeding 
through a stomach tube began the day following the operation. 
The gauze drain was removed on the third day. It soon became 
evident that a communication with the pharynx had formed by 
way of the drainage canal, air and fluids escaping through it, 
making deglutition impossible, necessitating an unusually long 
period of artificial feeding through the feeding-tube, about six 
weeks. The fistula gradually closed. The pharyngeal wound 
granulated slowly but completely. 

During the first ten days after the operation, a great diffi- 
culty was experienced in preventing the insufflation of mucus 
and the secretions from the pharyngeal wound; several severe 
attacks of laryngeal spasm were exceedingly alarming. On the 
third day the patient suddenly discovered that his vision in the | 
left eye was abolisht. On examination by Dr. Harold Gifford, 
he found a choked optic disc, which he believed to be due to an 
embolus. The central retinal artery was blockt by an embolus 
or thrombus, more probably the latter, as the extreme edema of 
the disc made it probable that the postciliary arteries also were 
blockt. It was also interesting to note that the tongue became 
atrophied on its left side, interfering somewhat with articula- 
tion. He continued to improve for nearly three months after his 
operation, when he was attackt with catarrhal pneumonia and 
died. No evidences of recurrence were found in the throat. He 
never, however, regained the power to swallow solid food; only 
thin liquids could be taken without the feeding tube. 

In reviewing the technic present in these cases, it would seem 
that ample access to the diseased structures was obtained. The 
procedure is at best a severe and mutilating one. In the main 
the method followed in the cases was that of Cheever ot Bos- 
ton, who first removed a malignant tonsil by pharyngotomy. It 
seems that so extensive an operation as propused and carried 
out by Czerny is hardly necessary. After a tracheotomy he made 
an incision, beginning at the angle of the mouth, extending 
downward to the anterior angle of the masseter muscle and 
thence to the level of the hyoid bone. The jaw was exposed and 
divided between the second and third molar teeth; the 
fragments were separated and the tumor removed, after requir- 
ing a section of the glosso-pharyngeal, hypoglossus, styloglossus 
and stylohyoid muscles and gustatory nerve. The bone fragments 
were reunited with silver wire. Nor does the method of Miku- 
licz seem necessary. He reflected a triangular flap as in these 
cases, the incision being very long. The jaw, after being exposed 
above its angle, was divided, and the ascending ramus resected, 
in order that better access to the gland might be had. We found 
that, after a thoro and extensive enucleation of all the cervical 
glands, whether visibly infected or not, after a division of the 
sterno-cleido mastoid and its divided ends were reflected and 
hemorrhage carefully controlled, with a wide separation of the 
wound margins by retractors, and the head being strongly drawn 
to the opposite side, and strong traction downward of the arm 
and shoulder on the affected side being made, sufficient room was 
obtained for all necessary manipulations. In both of my cases 
the entire larynx and naso-pharynx could be inspected, so that 
a thoro removal of all affected tissues could be made under di- 


rect ocular inspection. 


In neither of the cases was a preliminary tracheotomy neces- 
sary, chiefly because all hemorrhage was controlled and the dis- 
section made to the mucous membrane before the pharynx was 
opened. 

The loss of vision in the left eye of our second case was un- 
doubtedly due to an embolus, but to state just how an embolus 
could reach the eye is not easy. It is the first observa- 
tion of this kind made by me, after many ligations of the com- 
mon, internal and external carotids and jugular veins, in the 
removal of nearly every variety of neoplasm of the region of the 
neck. 


A CASE OF LAMINECTOMY. 


BY S. I. H‘RRISON, M. D., KANSAS CITY, KAS. 


Professor of Diseases of Women and of Abdominal Surgery in the College 
of Physicians and Surgeons, Sansas City, Kas.; Surgeon 
to Bethany Hospital. 


There appears to be, at the present time, a diversity of opin- 
ion as to the advisability of operative procedure in cases of se- 
vere injury to or fracture of the vertebrae, resulting in spinal par- 
alysis. A number of cases have been reported at various times, 
in which the operation known as laminectomy has been per- 
formed with a favorable result, the patients having either fully 
recovered the function of the affected parts or been greatly bene- 
fited. Others again, and I am led to believe much the largest 
number, have been reported as unimproved, or dying during or 
soon after the operation. Thus it has been that, from the high 
percentage of mortality and the unsatisfactory results in so many 
of those who survive, many a skilful surgeon has been deterred 
from assuming the responsibility of surgical interference in cases 
in which an operation might have resulted favorably. 

The operation is always a grave and somewhat difficult one 
to perform; and one which demands the most careful attention 
to antisepsis. 

Considering the present interest in these cases, I am tempted 
to report the following case, giving to a limited extent the 
technie of the operation: 

Mr. N. G. H., aged 25, residence Arkansas City, Kan., laborer, 
while helping to move a building some timbers fell, striking him 
with great force in the back, causing a very pronounced right- 
lateral and posterior curvature of the spinal column in the reg- 
ion of the seventh and eighth dorsal vertebrae; also a fracture 
of the seventh and eighth ribs of the right side, about three 
inches from their spinal articulation. These stumpy fragments, 
from twisting of the spine, projected laterally, causing consid- 
erable deformity. In addition to these injuries the lower end of 
both femurs was broken, the injury involving the knees, which 
subsequently became anchylosed and otherwise deformed. This 
accident was immediately followed by symptoms of compressicn 
of or extensive injury to the cord: retention of urine, obstinate 
constipation, complete relaxation of sphincter ani, and absolute 
paraplegia prevailed; while soon after injury extensive bedsores 
in the sacral region appeared, adding greatly to the gravity and 
offensiveness of the case. 

He was admitted to Bethany Hospital May 22, 1896, eight 
months after the accident, a literal physical wreck. Mechanical 
appliances and a variety of therapeutic agencies having been em- 
ployed from time of accident to date of his admission with no 
avail, I determined, at his urgent solicitation (with little hope 
of benefit, and a fair prospect of his dying on the table), to oper- 
ate and give him the only remaining chance for his life. His 
physical condition was such as to greatly add to the danger of 
operation, as he was now reduced to a veritable skeletou. 


My first step was to make a plaster of Paris cast of his body, 
extending from sacrum to the second dorsal vertebra. This was 
accomplisht by suspending him by the head and arms with a 
Sayre’s suspension apparatus. As soon as sufficiently hard it 
was cut down the front and removed. A penetration was made 
in the back to correspond with the spinal curvature, in order to- 
facilitate dressing of the proposed wound. My object in mak- 
ing this cast was that it might be applied to the body and worn 
after the operation to support the weakened spinal column. The 
next day I operated. The patient was placed on the table in the 
left prone position and an incision about seven inches long made 
in the center over the abnormal curvature and extending down 
to the posterior spinous processes. The muscles on each side of 
these were separated down to the laminae and the bones left 
bare. The operation up to this point was a bloody one, occas- 
ioned by the difficulty of seizing and ligating the many bleeding 
vessels, which here prevail. But all hemorrhage was finally 
stopt, when, by trephine and bone forceps, the spinous processes 
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and laminae of two vertebrae were removed and the cord laid 
bare for a distance of two to two and one-half inches. The eighth 
and ninth vertebrae had been considerably separated by the ac- 
cident and the cord was injured along this part and upwards, 
presenting quite a congested and abnormally softened appear- 
ance, altho the membranes were still intact in spite of the pres- 
sure. 

The incision was closed, after thoro cleansing, by deep sut- 
ures of silkworm gut, passing through the integument fascia and 
muscles down to the periosteum; and no drainage used. After 
dressing the wound, and before the patient was removed from 
the table, the plaster cast was slipt on him and snugly fastened 
in position. 

The wound healed readily, with only a slight oozing, for a 
few days, of a serous-like fluid. The stitches were removed in 
ten days, but the cast was worn for some weeks longer in order 
to give the weakened part time to gain strength and become 
thoroughly healed. He was very weak for a few days after op- 
eration, but his condition began to improve almost immediately, 
as was evidenced by his ability to void urine and empty and 
control the bowels. Improvement continued, tho slowly, during 
the first two weeks, after which it was more rapid. The tem- 
perature remained normal. He gained in strength and flesh and 
was discharged from the hospital July 28 practically well, altho 
unable to walk from the deformed condition of his knees, which. 
as was previously stated, were severely injured at the time of 
accident. 

I have heard from this man at different times since his re- 
turn home and he reports good health and is able to drive about 
and attend to business on a farm. } 

In conclusion I may say, tho this case seemed at the begin- 
ning a hopeless one to operate on, and presented no feature of 
encouragement, the successful termination I attribute largely to 
the cast (or jacket), which I prepared before operation and which 
was immediately applied after the operation to support the weak- 
ened column, and was worn, with attention, for several weeks. 
Had it not been for this precaution his chances of recovery, in 
my estimation, would have been considerably diminisht, and in 
all probability he would not have long survived the operation. 


USE OF THE CURET IN ACUTE INFECTION OF THE UTERUS, 
WITH ADHERENT PLACENTA * 
BY D. S. FAIRCHILD, M. D., CLINTON, IA. 


Professor of the Principles and Practice of Medicine in the Iowa College 
of Physicians and Surgeons. 


I have often been imprest with the thought, if our informa- 
tion were definite enough in relation to the use of the curet in 


removing attacht portions of placenta in cases of abortion, pre- 
mature labor or labor at full term when infection has occurred 
would not be so serious as it now is. It is clear enough that in 
diseases of the endometrium the curet is of great value and is, 
as a general rule, properly used in the cases which come under 
our daily notice. But in the cases where, from the retention of 
small masses of adherent placenta, infection has occurred, the 
uterine mucosa is softened, the uterine lymphatics are blockt 
with absorption of septic material, is it really safe to employ 
the curet in a vigorous and indiscriminate manner? I have fre- 
quently observed in general surgical practice that in certain 
eases of local infection anything more than the most careful and 
delicate procedures has been attended by a sudden accession of 
the local symptoms, together with a markt rise of temperature 
and have observed the same condition arise after curetting a 
uterus containing acute infective material. 

I am aware that many good men advocate the use of the 
curet in septic conditions of the uterus following abortions or 
after labor, when there is reason to believe that portions of 
placenta are still retained in the organ; but I have of late years 
been led to believe that this is not an altogether safe practice 
to follow. Great discrimination should be employed in resorting 
to this procedure, otherwise much harm may be done. 

In cases where decomposing material affected by saprophytic 
micro-organisms is retained in the uterus the influence of which 
is markt by high temperature and offensive lochia, the dull curet 
employed carefully for the purpose of removing from the organ 
the offending substance, which has but little or no attachments 
to the uterine walls, is an exceedingly valuable procedure, when 
followed by irrigation with sterilized water. 

When, however, a septic endometritis exists in connection 
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the curet may become a very dangerous instrument. In these 
eases it is quite easy to inflict a trauma which may serve as an 
additional means of introducing septic germs into the system. 
The protective granulation layer which serves a conservative 
purpose of limiting the constitutional infection may thus be dis- 
tributed; furthermore it is quite possible to penetrate the soft- 
ened uterine tissue and thus lead to most disastrous results. 

The use of the curet in the removal of adherent portions of 
placenta in the early period after an abortion, before a septic 
inflammation of the uterus has occurred, is beneficial and this 
together with thorough irrigation will save some of the danger 
of infection. But after septic infection has once developt this 
treatment is attended with considerable danger, as I have had 
abundant proof in my own hands and in the practice of profes- 
sional friends. However, I have no recent misfortune of my 
own to record, for I have long since abandoned this method of 
treatment. The removal of adherent masses under these con- 
ditions by scraping with the finger nail is not less hazardous, 
but even more so, on account of the trauma inflicted and on 
account of the risk of introducing germs which may lie concealed 
under the nail, especially under some nails which may be used 
for this purpose. The conditions which we have to contend with 
in these cases are purely surgical and should be treated upon 
purely surgical principles. 


If a surgeon, in the treatment of an infective wound, should 
undertake to remove necrotic tissue by violent means he would 
find that the condition of the wound and the general condition 
of the patient would become more serious. In all cases of 
septic infection, whether of wounds or of the uterus, drainage 
is the first consideration together with the removal of infective 
material so far as possible without disturbing the boundaries 
which conservative efforts have placed for the purpose of pro- 
tecting the system against infection. It often becomes a deli- 
cate question what to do in cases of sepsis arising from the 
uterus. The general practitioner will, in a great number of 
eases, be called upon to decide what course to pursue, and if 
he has in mind the necessity of employing the curet as the most 
approved method of treatment he will sometimes be led into 
most serious difficulty and do his patient great harm. A correct 


| appreciation of the pathologic condition should underlie the 
' measures to be employed. If the examination reveals the ex- 


istence of necrotic decidua, bearing saprophytic micro-organisms, 
giving rise to sapremic intoxication, the careful use of the dull 
curet, not for the purpose of scraping the interior of the uterus, 
but for the purpose of facilitating the escape of the contents of 
the organ, followed by irrigation with sterilized water, will ac- 
complish the desired end. If, as it is sometimes found, the os is 
somewhat tightly closed, under the influence of an anesthetic 
the cervix can easily be placed in the most favorable position 
and sufficiently dilated for satisfactory drainage. If it is found, 
however, that the uterus is swollen and the endometrium soft- 
ened and infected with streptococcus, only the irrigation should 
be employed, and the irrigator handled with great care lest the 
violence disturb the granulation layer and expose new points for 
the absorption of infection and thus expose the system to a 
larger dose of poison. If the examination reveals the absence 
of an offensive discharge, and the general symptoms are pro- 
found and not attended with local conditions other than a sep- 
tie and necrotic endometrium, no local treatment should be in- 
stituted, for it is probable that the uterus is infected throughout, 
that a condition of thrombo-phlebitis exists, that the uterus is 
softened, that no granulation layer exists, and the use of the 
curet or irrigation can do no good, but rather harm, and should 
be avoided. Whatever may be the merits of a vaginal hyster- 
ectomy in these cases that subject cannot be considered in this 
paper for the reason that the great multitude of physicians who 
have these patients to treat cannot afford to do it. It will occa- 
sionally happen that the os is closed in eases in which it will 
be necessary to reach the interior of the organ, tho I do not 
remember of seeing a case where I could not dilate the cervix 
with my finger when the patient was under the influence of an 
anesthetic; but if the cervix is too rigid to be dilated in this 
manner, forcible instrumental means may be employed, but 
great care should be observed lest a trauma be inflicted and at 
least = additional facilities for the absorption of septic 
material. 


This paper is presented simply as a protest against what I 
believe to be an indiscriminate use of the curet in acute infec- 
tion of the uterus. While these observations may not have any 
application to leading members of the profession I am quite 
sure that the lines bounding the use of this instrument are not 
often enough drawn to furnish safe guides for many practi- 
tioners whose experience is more limited. 
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I contend that greater care than is usually exercised should 

be observed in the use of the curet in acute infection of the 

terus. 

7 In cases in which portions of placenta are adherent they 
should be removed by the sharp curet, but before infection has 
occurred; under antiseptic precautions. If infection has developt, 
it is safer to remove all detacht portions with a dull curet with- 
out inflicting trauma, irrigate and drain. If infection of the 
uterus has occurred without offensive lochia, but with serious 
constitutional symptoms, no curetment or irrigation should be 
employed. 

The dangers of the free use of the curet are of two kinds: 
1. Inflicting trauma which may facilitate absorption of infection 
material; 2. The penetration of the softened uterine tissue. 

If the os has closed, retaining in the uterus suspicious or de- 
composing material, very careful dilatation should be employed 
under an anesthetic; detacht masses removed with the dull 
curet and gentle irrigation employed; the whole procedure so 
conducted as to inflict the least trauma possible. 


COMPOUND INTRA-UTERINE FRACTURE OF THE FETFIUR, 
WITH REPORT OF A CASE.* 


BY A. D. WILKINSON, M. D., LINCOLN, NEB. 
Lecturer on Obstetrics in the Creighton Medical College, Omaha. 


The two most prolific causes of fracture are falls and blows. 
The few recorded instances of fracture of long bones by un- 
aided muscular action can be ascribed solely to violent and sud- 
den fiexion. It has long been the opinion of surgeons, however, 
that no long bone can be broken in its shaft by the mere con- 
traction of its muscles. But it is a conceded fact that abnormal 
increase of the muscular power, as during convulsions, may be 
suflicient to account for it. Lente has seen both femurs broken 
in epileptic convulsions in a child 12 years of age. 

Park says the compression of uterine contraction and ex- 
ternal violence may produce an intra-uterine fracture. Gurlt, 
who has discust the subject of intra-uterine fractures in an ex- 
haustive paper fortified by cases, believes that many intra- 
uterine fractures result from external violence received by the 
mother during the advanced period of pregnancy. He says that 
in such cases the force may be transmitted to the fetus, frac- 
turing its bones without at the same time leaving any marks 
of violence upon the maternal elastic abdominal walls. The 
long bones are the most apt to be broken, which from their 
shape are the most friable, and especially those of the leg, which, 
from the bent-up position of the fetus, are most exposed. The 
angular distortion observable in these cases is due to the pull 
of the muscles after the fracture, and the cutaneous dimple which 
invariably corresponds to the projection of the bony angle is the 
scar resulting from the perforations of the integuments by the 
sharp ends of the bones. 


Brinton, in the second volume of the “Transactions of the 
American Surgical Association,” has reported two cases of intra- 
uterine fracture, with remarks on fifty-one cases already re- 
ported by different writers, and concludes from his own obser- 
vation and from a study of the reported cases, that external vio- 
lence received by the mother is certainly in many cases a suffi- 
cient direct cause of fracture of the fetus in utero. He states he 
is unable to understand why it should be held that force from 
without cannot reach the fetus, and why it is necessary to make 
muscular action as the only cause of intra-uterine fracture. It 
is alleged that the child swims in the bag of water, and there- 
fore is as removed from outer evidence as is a fish in a pond; 
but a moment’s reflection, he says, will show us that the pro- 
tecting influence of the amniotic fluid is over-estimated. Ask a 
woman who has been pregnant and she will often tell you that 
the movements of the child are felt as if just beneath the integu- 
ment; in fact, to use a woman’s expression, it is as if the child 
were trying to get out through the skin. It seems to her not 
that the child is deeply placed, but rather that it is almost under 
her touch; that she can feel with the tips of her fingers, as it 
were, the hardness of the head of the fetus, and the tremor of 
its limbs. He further states that it is this very exposure of the 
child which gives rise to, fosters, if I may so say, the instinct 
of the woman to protect her future offspring, and leads her to 
guard her person with her hands alike in passing through a 
crowd of people or in treading her way among the many articles 
of furniture which encumber the modern house. A mother’s 
feelings teaches the woman that the slightest harm to her may 
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reach her child, and I think we may learn from her silent 
teachings. 

The case I wish to report occurred during my service at the 
Home for the Friendless in the city of Lincoln, in 1894. 

Mrs. P., aged 25; multipara; an epileptic; gave girth to a 
child which in every way seemed to be perfect, except a short- 
ening of the right lower extremity, which showed considerable 
shortening. Thinking perhaps it might be a dislocation of the 
hip joint, I placed the child on a table, but found all the joints 
to be perfect. The right femur was shorter than its fellow, and 
a closer examination revealed a cicatrix in the anterior aspect 
of the middie third and that the femur had suffered a fracture—a 
compound fracture—in utero and had united at an obtuse 
angle. Two or three months later this angle had faded away 
considerably, until the bone assumed very nearly a straight line. 
I lost sight of the case for a time, but when the child com- 
menced to walk the mother consulted me relative to securing an 
apparatus for the;short leg, saying the baby was in perfect 
health and that it needed something to assist it in walking. 

I am unable to\ assign a positive cause for this fracture. 
There is a history of an epileptic seizure of the mother in the 
fourth or fifth month of her pregnancy, in which seizure she fell 
violently over a stove, but aside from the fall no pain followed 
the accident. Another theory is that the husband, who after- 
ward deserted his wife, owing to a continuance of domestic in- 
felicity, may have abused her, either by striking her or by some 
other violent means, causing the fracture. 

My other theory, and the one I wish to call attention to 
especially is, that during an epileptic seizure, a compression of 
great severity produced by an abnormal increase of muscular 
power of the abdominal muscles would be sufficient to squeeze, 
as in a vise, the pent-up fetus, which would at that time, most 
likely, be raised up against the abdominal walls, consequently 
being more exposed to the spasmodic contractions of the mus- 
cles or walls of the abdomen. Nothnagel says that during the 
grand mal increast peristaltic action of the intestines occurs, 
with rumbling in the belly and discharge of flatus and feces and 
ejaculation of semen, and that Tisso and Portal report the 
escape of urine with so much force even as to rise in a stream 
five to ten feet high. 

If this state of things can occur during the epileptic seizure, 
what is to prevent the abdominal muscles from acting in such 
force as to cause the fracture of the frail and slender femur, 
the patient being in opisthotonos, the fetus as a result up against 
the abdominal walls, the somewhat brittle shaft of the femur 
in perfect position to receive an injury? 


EXTIRPATION OF THE UTERUS AND OVARIES FOR HEM- 
ATOSALPINX COMPLICATING PREGNANCY. 


BY M. NEUMANN, M.D., SAN FRANCISCO, CAL. 
Member of the San Francisco Therapeutical Society. 


“The care and treatment of the female pelvic organs have re- 
ceived more attention during the past twenty years than any 
other branch of surgery. I say the past twenty years, for ab- 
dominal surgery was quite limited previous to that period. With 
the developments of that last decade, the practice of asepticism 
has made it possible for many surgeons to attack the uterus and 
enter the abdomen with impunity. As a sequence, the female 
reproductive organs have bravely faced the curet, have given 
up ovaries and tubes, have submitted to total ablation and are 
now receiving some little protection by the conservative element 
of the profession.” Emmet has well said: “It requires ten times 
as great an effort to eradicate an error as to establish a new 
truth.” 

Since Henrotin in 1895 (unjustifiably) laid down the dictum, 
“In every form of septic disease of the female generative or- 
gans which demands the removal of the tubes and ovaries, hys- 
terectomy should be performed, unless there are contraindica- 
tions forbidding it,’ L. H. Dunning says, “The contraindications 
have gradually appeared, so that in'the future there will not be 
so general an onslaught upon this central organ of the repro- 
ductive system in women.” 

How many gynecologists know what these contraindications 
are? : 

“In my opinion there is no greater disgrace than when a man 
exhibits to his colleagues, organs which he has removed from the 
human body, that are comparatively healthy, and which our di- 
vine Creator designed to the highest and noblest end of nature— 
the propagation of the human race.” Some of our gynecologists 


point with pride at the number of hysterectomies they have per- 


*Read before the Iowa State Medical Society. 
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formed, and only say, well, they (the unfortunates) can just as 
well get along without their genital organs as with them, admit- 
ting later their error in so doing, their object being to do some 
operation and cut away something so as to get a large fee. 
Hysterectomy is being performed too frequently, and I may say 
this is the “age” of unsexing women. There should be some 
state law holding in check the knife of reckless and radical gyne- 
cologists. “It is often a simple matter to destroy the pelvic or- 
gans, it is impossible to replace them.” 

I wish to place before you the following case for your consid- 
eration, believing that this was an instance in which radical op- 
eration was unjustifiable: 

Mrs. H., married nine years, mother of one child eight years 
old, always in good health, menses regular, never had a miscar- 
riage. February 24, 1896, she did not feel well, had a tired feel- 
‘ing; this continued up to the time that she expected her menses, 
February 28, 1896; as they did not appear, she took one five grain 
quinine capsule four times daily, and hot baths for two 
days; she then noticed a slight discharge which lasted 
three days and (which she thought were her menses) stopt 
for one day; then this discharge continued off and on 
up to March 9, 1896. While coming from the _ theater 
on the evening of March 9, 1896, she claims she “caught 
cold,” because from this date her discharge _ ceast. 
March 13 she put on a new and very tight fitting corset, so she 
could try on a new dress, then walkt some distance to the dress- 
maker, and afterwards home very quickly. About fifteen min- 
utes after arriving there she was taken suddenly with a very se- 
vere pain, at about the region of the right ovary, so loosened her 
corset, thinking her pain would stop; but the pain increast so 
much that she was compelled to go to bed, where she had to re- 
main about three hours. She went to bed at her usual time, but 
was aroused from her sleep at 12 o’clock with the same pain, and 
in about an hour noticed a discharge, which she took to be a re- 
turn of her menses; the pain then stopt until morning. March 
14, at 8 a. m., I called just as she was getting over one of these 
spasmodic pains. I made an examination, but could not detect any- 
thing suspicious. She informed me that after the pain had lasted 
for some time it would cease upon the appearance of a small quan- 
tity of bright red blood discharged from the vagina, lasting 
about fifteen minutes. I prescribed “Viburnum Compound” for 
a few days, then gave the coal tar remedies, morphine compound 
and hot applications, but the pains came and went both day and 
night, so I thought best to recommend the services of some well 
known specialist in consultation, and with the consent of the 
family I called in Dr. Beverly McMonagle. We held our consul- 
tation April 10, 1896, he making a thorough examination, and 
reaching the conclusion that this was a case of ectopic pregnancy 
on the right side; he advised rest in bed for a few days. Shortly 
after this examination the pains came on more severely than 
ever, so that I was compelled to give a hypodermic injection of 
morphine, one-fourth grain, and atropine 1-150 grain. April 11. 
at 9 o’clock in the morning, she had bearing down pains, with 
severe pains on the right side extending half way over to the 
left side, which kept on getting worse for two hours, and grad- 
ually diminisht so that at the end of the third hour it had ceast, 
when the slight discharge of bright red blood appeared (without 
any decidua or clots making their appearance), and only lasted 
about five minutes. In the evening the pains were seemingly in 
the uterus and left ovary. 

April 12, Dr. W. H. Mays, who was now called in to give his 
opinion, diagnosed a case of hematoma and enlarged left ovary. 
The patient complained of a great deal of pain during this exam- 
ination, especially back of the uterus. Dr. Mays recommended 
performance of vaginal hysterectomy. April 13 to 15 she had 
bearing down pains, with pains occasionally on the right side, 
then on the left side, then in the uterus, and invariably the pains 
would cease when this discharge of pure, bright blood made its 
appearance. April 16, 1896, consultation and examination under 
ether by Drs. Kreutzman, B. McMonagle and Mays; after one 
hour they came to the conclusion that it was a right ectopic 
pregnancy, and all surrounding parts diseased, recommended an 
exploratory incision to see the condition of the affected parts, but 
as Dr. McMonagle (the selected operator) was to leave next day 
so as to attend and read an article on “Ectopic Pregnancy” at 
the State Medical Society meeting, it was thought best to wait 
until he returned. April 17 to May 1 she had bearing down pains, 
frequent urination, pains radiating from left to right, night and 
day, and always the same showing of bright red blood, without 
clots or decidua. May 2, as neither of the consultants were in 
town and as Mrs. H. was complaining of a great deal of pain. 
Dr. Lilienkranz was called in and from his examination thought 
perhaps it was a case of ectopic pregnancy, with a large mass 


behind the uterus, and advised an operation as soon as possible, 
as the condition was becoming critical. May 5 she went to a 
private sanitarium to be prepared for the operation. 

May 7, operation performed by Dr. B. McMonagle, assisted by 
Drs. Lilieneranz, Kreutzman and Mays. An incision was made 
through the abdominal wall and when the parts came into view 
there was found a hermutosalpinx the size of a large walnut on 
the right side, right ovary normal, an enlarged uterus and left 
tube and ovary normal, all surrounding parts healthy and with 
ro adhesions. Dr. Kreutzman was now against total ablation, 
being in favor of merely removing the hematosalpinx, but Drs. 
McMonagle, Lilienkranz and Mays were in favor of removing 
all in sight. Dr McMonagle removed the ovaries, tubes and 
uterus: the latter upon being opened contained a three months’ 
fetus and all parts removed (excepting the right tube) were in an 
absclutely healthy condition. The reason this operation was 
dove was becaus: Dr. McMonagle thought that if the pregnant 
uterus were not removed miscarriage and death would be most 
likely to follow. The operation lasted two hours. The patient 
being otherwise in perfect health, immediately regained strength, 
and in three days Dz. McMonagle called this his “prize patient.” 
In three weeks ske was able to leave the sanitarium and in six 
weeks was cn the street. 

“The principle governing us should be to aid nature in curing 
diseased tubes, ovaries and uteri, and not to quickly rid ourselves 
of this responsibility by hastening to extirpate (the entire mass) 
them.” That in inflammatory diseases of these organs all of 
them should be sacrificed because one or two of them are enlarg- 
ed or diseased, is unscientific, unsurgical, unreasonable and mor- 
ally wrong. 

Dr. Mayo Robeson reports the following operations during 
pregnancy, without miscarriage, patients going to full term: 

1. Myoma of cervix, removed in the seventh month. 

2. Ovarian tumor, second month. 

3. Ovariotomy in third month. 

Dr. Rufus B. Hall of Cincinnati performed a doube ovariot- 
omy during the third month of pregnancy, the entire mass fixt 
by adhesions, ovaries and tubes removed, adhesions broken, with 
no abortion—-the patient going to full term. 

Dr. Kreutzman in 1892 performed a double ovariotomy with- 
out interruption of pregnancy. 

Polaillin, Gordon, Galobin, Loont, Rein, McLean, Kelan, Rey- 
dygier, Gilmore, Jacobson, Tiffany, Pilcher and many others have 
performed all kinds of operations during pregnancy, in the imme- 
diate vicinity of the uterus, without interruption of pregnancy, 
and in every instance patients have been known to go to full 
term. 

Dr. Howard A. Kelly of Baltimore, possibly the highest gyne- 
cological authority in the United States to-day, says: “Never re- 
move normal parts, but in hematosalpinx it would be proper 
either to remove the tube or better by an incision, thorough 
cleansing, and dropping the tube back into the abdomen, freed 
from all adhesions. The day has long since past when the re- 
moval of normal structures can be justified, except for grave 
mental and nervous disturbances, in very rare instances asso- 
ciated exclusively with the menstrual period.” 

Dr. E. F. Fish recommends to remove, in such cases, the right 
tube and ovary, and leave the pregnant uterus, left ovary and 
tube. 

Dr. L. H. Dunning recommends, everything else being favor- 
able, that the right hematosalpinx only should be removed, and 
allow gestation to proceed. 

There should be, in my opinion, some state law enacted to 
govern operations upon the uterus, tubes and ovaries, so as to 
limit the reckless destruction of the organs of generation in 
women. 


TWO CASES OF INVERSION OF THE UTERUS.* 
BY GEORGE F. JENKINS, A. M., M. D., KEOKUK, IA. . 
Professor of Principles and Practice of Medicine in the Keokuk Medical College. 


Inversion of the uterus is sufficiently infrequent to be of in- 
terest to any practitioner, therefore I ask the indulgence of this 
Society while I report two cases that have come under my ob- 
servation. 

While this is one of the most infrequent it is also one of the 
most serious accidents that can befall the lying-In woman. It 
has been defined the “turning of the uterus upside down and 
inside out.’”? It may be complete or incomplete and may occur 
during the third stage of labor, or in some rare instances several 
hours, or days, after the delivery of the placenta. The cases I 
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have to report were of the complete variety, and both occurred 


during labor. 

There have been numerous causes given for this serious com- 
plication of delivery. Irregular contractions and inertia of the 
uterus are frequent etiological factors. The attachment of the 
placenta to the fundus is a predisposing cause. A very short 
cord, so there is a strong traction during the delivery of the 
child; pressure upon the fundus when the organ is relaxt; pull- 
ing upon the cord immediately after delivery, before firm con- 
traction occurs, especially if the placenta is attacht to the fun- 
dus, are some of the exciting causes. 

According to the authorities the accident occurs only once in 
140,000 deliveries—others state that it is of much more frequent 
occurence, once in about 2,000 labors. I think the complication 
happens oftener than shown by statistics. Many cases are not 
reported, and some are never discovered. 

The symptoms of inversion are sudden, pronounced and 
alarming hemorrhage, pain, restlessness, pallor of countenance, 
syncope, a quick, weak or no pulse, ete. 

The uterus may protrude from the vagina and present the 
appearance of a large pyriform, bloody, muscular body between 
the thighs, or it may only fill and distend the vagina and not 
be forced externally; in these cases the blood gushes from the 
vulva, and upon passing the fingers one feels the fundus of the 
uterus with the placenta partially detacht. If this mass is graspt 
with the right hand and the left hand placed on the hypogastric 
regions through the relaxt abdominal walls, one can readily feel 
and outline the upturned os. If this ring be carefully freed and 
fingers pusht into it, while at the same time the body of the 
organ is moved about with the right hand, in the vagina, at once 
the diagnosis of the case is perfectly demonstrated. 

After a large obstetric practice covering more than twenty- 
eight years, I saw my first case of inversion of the uterus. I 
was called by telephone to a neighboring town in Illinois, in con- 
sultation with Dr. J. I arrived about an hour and a half after 
delivery. The doctor met me at the door and informed me that 
he had a case of inverted uterus; that he had detacht the pla- 
eenta and workt till he was all tired out, but had failed to turn 
it back to its normal condition (in my opinion he failed because 
he tried to force the part up first that came down last). 

When I went into the lying-in room I found the woman pal- 


lid, fainting and pulseless, from shock and loss of blood. I im- 
mediately sterilized my hands and arms and examined the pa- 
tient; I found all the physical signs of complete inversion of 
the uterus. I had never seen such a case, but I knew what had 
to be done, and quickly, if we saved her life. 

I first graspt the uterus with my right hand and forced it. 
wack into the vagina—our patient. was so exhausted and relaxt | 
from loss of blood that we did not give chloroform—then with | 
my left hand on the hypogastric region, embracing the upturned | 
patulous os, so as to steady it and keep it from retreating before | 
the pressure, I commenced to indent the fundus with the tips of 
my fingers, first with two fingers and then with all of them and 
the thumb made into a cone. I firmly but carefully and cau- 
tiously forced the fundus up with my right hand, while with 
the left I made counter pressure on the ring-like neck above, 
carrying my hand up through the os and into the normal cavity 
of the uterus. 

The doctor gave her ergot and strychnine nypodermically, 
and as the uterus began to contract I graspt it laterally with my 
left hand externally, so as to prevent re-inversion, while I 
slowly withdrew my hand from the uterus. The uterus was 
now thoroughly irrigated with a hot bichlorid solution and then 
with sterilized water. She was given a small dose of morphine 
and atropine hypodermically, and placed upon tonics and nutri- 
tious diet. She was very anemic and weak, but made an unin- 
terrupted recovery. 

Strange as it may seem, within a year from the time the 
above case came under treatment, I had another case of inver- 
sion of the uterus, and this one in my own practice. 

Mrs. J., a primipara, was in labor a part of the day and all 
night; pains were regular, but seemed inefficient and as tho 
something was holding the child back. Finally when the os 
was well dilated, not knowing what impeded labor, but fearing 
to wait longer, I applied the forceps, with the woman well under | 
the influence of chloroform. I delivered a living boy without 
much difficulty. I found the funis very short, but tied and cut 
it as usual and gave the nurse the child. 

While waiting a few moments for uterine contractions to 
cause the expulsion of the placenta, I noticed the pulse began | 
to get weak and rapid, the countenance pale, the blood to gush | 
and symptoms of syncope to develop. Placing my hand on the | 
hypogastric region and failing to find the uterine tumor, I at- 
tempted to pass the fingers of the right hand into the vagina, | 
when they came in contact with the inverted uterus and par- 
tially detacht placenta, covering the fundus, from which hung 


the umbilical cord, only eight inches long. I immediately called 
the nurse and told her to give chloroform, so I evuld pass my 
hand, turn out the clots and stop the hemorrhage. After again 
washing my hands in an antiseptic solution, and thoroughly oiling 
them, I proceeded to turn the uterus back to its normal condi- 
tion, pursuing essentially the same method I used so success- 
fully in my first case. The operation was so easily and quickly 
performed that the nurse does not suspect even to this day that 
there was anything very serious the matter with this woman. 
The uterus was washt out with a bichloride solution and then 
with hot sterilized water, and notwithstanding she had some 
mild septic symptoms for a few days, her recovery was entirely 
satisfactory and complete. 

The cause of the inversion in this case was the attachment 
of the placenta to the fundus, and the abnormally short cord, 
together with the thoro relaxation of the uterus by chloroform. 
The fundus was pulled down by the cord during the traction 
with the forceps—the cord being so short that the child could 
not be delivered in any other way unless it had been possible 
to know the condition and cut the cord. I deceived the nurse 
and members of the family as to the nature of the accident, for 
the reason that I did not wish to be blamed for the development 
of any serious complication, which could in no way have been 
prevented by the utmost care and skill. 

From my experience with these two cases, I think that 
where complete inversion of the uterus, occurring during the 
third stage of labor, is recognized at once, and properly and 
promptly restored to its normal condition, recovery should fol- 
low. Antisepsis should always be used and after the whole 
uterus is forced up into the vagina, the fundus should always be 
the first part forced back to its normal condition, and then other 
parts of the organ naturally and easily follow. 


INDICATIONS FOR COLPU-HYSTERECTOMY AND 
\ METHODS.* 


BY M. B. WARD, A. M., M. D., KANSAS CITY, MO. 
Professor of Didactic Obstetrics in the University Medical College. 

This contribution is intended to simply convey the writer’s 
views on this subject by a mere statement of abstract proposi- 
tions, without any attempt to elaborate the numerous views 
which have been advanced relative to conditions demanding ex- 
tirpation of the uterus. 

Vaginal hysterectomy will be considered from two general 


| standpoints: First, conditions which demand removal of the 
| uterus because of the history and appearance of grave pathologi- 


cal conditions, making the necessity for extirpation apparent 
from the standpoint of the disease; and second, those conditions 
which furnish a history of suffering and more or less invalid- 
ism, when the uterus is the apparent cause of the same. 

Extirpation of the uterus for many of the diseases so com- 
mon to this organ is a procedure so well establisht and uniform- 
ly approved that it will not be necessary to occupy much time 
in the consideration of this phase of the question. It is to be 
hoped, however, that the discussion by members of the profes- 
sion who have had opportunities to observe the results of extir- 
pation of the uterus for various neurotic conditions in cases 
which have shown no markt disease of this organ will yield im- 
portant information, thus enabling us to be better fortified for 
dealing with this troublesome phase of gynecologic work. The 
first proposition, therefore, implies that the uterus is to be re- 
moved for demonstrated disease of the organ, eliminating from 
the question all other considerations except to avoid the mere 
allusion to all methods, in order to select the best In given cases. 

Considering the proposition in a general way, there are only 
three methods of procedure, namely, vaginal hysterectomy, vag- 
ino-abdominal hysterectomy and abdominal hysterectomy. 

Colpo-hysterectomy is certainly an operation of choice where 
the uterus must be removed, unless there are conditions of the or- 
gan or the patient contra-indicating this method and making 
the abdominal operation easier and safer. 

Referring briefly to the removal of the uterus for disease of 
this organ, it may be well to put in the foreground chronie me- 
tritis as one of the grave pathologie conditions, but at the same 
time one not usually considered of sufficient gravity to demand 
such severe methods. This one condition is of sufficient import 
to furnish food for discussion occupying more time than is giv- 
en to one paper. The diagnosis of chronic metritis is so hedged 
about with much uncertainty, it is no wonder that this factor of 
uterine pathology is so frequently left out of consideration. One 
reason why chronic inflammation of the uterus is not reckoned 
as surgical is because we have been taught that medical treat- 


ment is all that is necessary in dealing with this disease. All 


*Abstract of paper read by title at the Missouri State Asso- 
ciation. 
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that remains to be said on this part of the subject, is therefore, 
that medical treatment does not meet the indication in many 
cases, and we must resort to surgery. 

Hysterectomy for cancer of the cervix should be performed 
without any question of delay being considered, instead of am- 
putation of the cervix for, or medical treatment of, this disease. 
Extirpation of the uterus when the disease has involved much 
of the organ and any of the surrounding structures should only 
be recommended after all the facts are explained to the patient 
and friends, and the statement made that no definite results can 
be promist. 


In aggravated conditions of procidentia uteri in women of 
advanced life, hysterectomy is indicated in the place of plastic 
surgery. 


It is not possible to make any hard and fast rules to guide 
the surgeon in dealing with the uterus when operating for dis- 
eased adnexa. The pendulum indicating the opinions of the pro- 
fession relative to this phase of the question swings first to the 
extreme in one direction and then in the other. The proposition 
may be summed up by stating as a demonstrated fact that, in 
all instances in which the uterus seems to be involved in con- 
nection with diseased appendages, and the patients furnish his- 
tories of much suffering which can not be defined as connected 
with either of the organs singly, but may depend upon all of 
them, the best results are to be obtained by extirpation of the 
uterus in connection with the removal of the appendages. This 
leads us to the consideration of the second division of the ques- 
tion, namely, the propriety of doing hysterectomy in cases of 
grave neuroses which point to the uterus as the etilogical factor, 
even tho we are unable to demonstrate disease of this organ. 


In dealing with the question of reflexes depending upon dis- 
eased pelvic organs, authors are divided in their opinions regard- 
ing which organs most frequently cause reflex neuroses. Some 
insist that the appendages are nearly always the seat of disturb- 
ance, while others affirm that the uterus is more frequently the 
causative factor. The writer’s experience, after some years of 
investigation along this line and the treatment of a large num- 
ber of neurotic patients by surgical procedure, leads to the con- 
clusion that the uterus is more frequently the cause of reflexes 
than are the appendages. It goes without saying that this is 
a most difficult problem to solve in any single case. To remove 
the uterus without apparent disease of this organ is a procedure 
not recognized as justifiable and one which should not be re- 
sorted to in a promiscuous manner, and only after other means 
have been found inadequate in relieving patients. In other 
words, if the uterus to all appearances is healthy and the ap- 
pendages are diseased and demand removal on that account, the 
uterus should not be removed in connection with the append- 
ages. After the appendages have been removed and sufficient 
time has elapst for complete recovery from the operation, and 
the patient still suffers and the symptoms point to the uterus 
as the cause, then it should be removed. It must be borne in 
mind, however, that the female pelvic organs are not always the 
cause of neurotic conditions of other parts of the body. The sup- 
position, then, is that other causes have been excluded in the 
consideration of each case, and that all signs point to the disease 
of the pelvic organs as the cause rather than the sequela. 


Without any desire to step outside of the line of thought 
suggested by the title of this paper, it might be pertinent to ad- 
vance this one suggestion: that there are so many abnormal con- 
ditions of the human body depending upon the general nutrition 
of the patient and environment rather than upon diseased pel- 
vie organs, that the specialist should by all means be a_ well- 
equipt general practitioner in order that his patient may not be 
the victim of a narrow-minded specialist who can not see be- 
yond the velvis in endeavoring to obtain the cause of the in- 
validism. In every case brought to our notice sufficient time 
should be given to the investigation to make it reasonably cer- 
tain that the pelvic organs are the causative factors before op- 
erations are recommended. This suggestion is especially signifi- 
cant in view of the fact that so much is expected by way of 
relief from surgical operations, that every operator should exer- 
cise the greatest precaution in recommending surgery and in 
stating the results to be expected. 


In spite of the fact that the writer is especially desirous of 
impressing the necessity for extreme conservatism in recom- 
mending surgery for neurotic affection, yet there is no doubt that 
most pleasing results have been obtained from removing in some 
eases the appendages only, and in others the appendages and 
uterus for reflex neuroses. In my own work I must say the re- 
sults derived from the operative treatment of these cases have 
been a source of extreme gratification. 


As to the methods of colpo-hysterectomy, I wish only to ex- 
press a decided preference for the use of ligatures rather than 
clamps in this operation. 


SOME LEADING EUROPEAN GYNECOLOGISTS. 


BY A. LAPTHORN SMITH, M.D., M.R.C.S., MONTREAL, CANADA. 
Professor of Clinical Gynecology in the University of Bishop’s College. 


This letter will give you a short description of what I saw at 
Leipsic and Brussels, and will conclude my series of three arti- 
cles on the above topic. 

SANGER OF LEIPSIC. 


Sanger is a man of about forty-five years of age, and like 
all the great men I have seen over here is a tremendous work- 
er. Altho he is a titular professor of the University, he has no 
beds at the public hospital, but he invited me to his private 
hospital, No. 24 Koenig strasse, where he has twenty-five beds 
and attends rich and poor alike. He told me that he had had no 
death there since seven months, during which time he had per- 
formed two hundred and twenty operations, seventy of them 
being laparotomies, either vaginal or abdominal. He attributes 
his success to his very rigorous asepsis, he and all his nurses 
and assistants preparing their hands for twenty minutes before 
the operation. Since ten years he has been using coarse sand 
and soft soap for his hands, tollowed by alcoho! and then sub- 
limate water. He uses nothing but silk, which is prepared as 
follows: First it is boiled in 1 to 100 of washing soda to remove 
the dirt, and then in Bergmann’s solution, namely, 10 of sub- 
limate, 200 of alcohol and 800 of water. It is then wound on lit- 
tle pieces of wood, on which the size is markt, and kept in sub- 
limate alcohol. The patient is always shaved the day before 
and her skin is prepared with soap and water, ether, alcohol, 
and sublimate solution. The preparation of the patient occupies 
three-quarters of an hour. The assistant in charge of ligatures 
burned them ‘tnstead of cutting them. 


The first operation I saw was for the removal of a four-pound 
fibroid by abdominal hysterectomy. He removed it with clamps 
very quickly, and then tied each artery separately with No. 6 
silk. He only crosses his first knot once. His hemostasis is very 
perfect and he keeps on tieing until the wound is absolutely dry. 
His method of sewing up the abdominal wound is peculiar: he 
passes silk sutures on-two needles from within every centimeter 
apart, including the whole abdominal wall, but only the very 
edge of the skin. Before tieing these he puts in another row of 
interrupted No. 3 silk sutures, so as to bring the fascia and mus- 
cles together-exactly and these remain permanently. Between 
the through and through stitches he piaced superficial silk ones 
every half centimeter, so that they were very close together. The 
wound was then covered with a light strip of iodoform gauze 
and this with a large strip of plaster very carefully sealed. 


Next day he did a precisely similar operation. He takes about 
one hundred minutes to do the operation, being the most care- 
ful man I have yet seen. Ether was the anesthetic used, and 
the inhaler was. a large wire mask covered with rubber, com- 
pletely covering the face so that a comparatively small quantity 
was employed. As the patient was only 25 years of age, he left 
one ovary and tube in the peritoneal cavity, so as to prevent her 
from having the nerve-storms of the artificial menopause. 


The third morning he removed a hernial sac from the left 
inguinal canal, which contained a rudimentary uterus, a tumor 
of the right tube and ovary and a rudimentary left tube. This 
was a very rare case, there being only a few on record. 


The fourth morning he performed implantation of the ureter 
into the bladder. I was fortunate in seeing this operation, as 
this was only the third time that it has been done in Germany, 
once by Wenzel and once by another operator, whose name I 
have forgotten, altho it has been done in America several times, 
I think by Fenger, and by Van Hook of Chicago and Boldt of 
New York. On opening the abdomen he found that she had 
closed tubes and that one ovary contained a large cyst. He cut 
out the cyst and left the rest of the ovary, after carefully sew- 
ing up the flap with fine interrupted silk ligatures. He opened 
up the closed tubes by cutting off the fimbriae and sewing the 
mucous to the peritoneal edge. The patient, who was a young 
woman, had had a very severe first confinement, during which 
the uterus and ureter were torn across, and when they healed 
there was a utero-ureteral fistula and her urine poured constant- 
ly from the cervical canal. Sanger began by cutting the ureter 
off level with the uterus, after putting a temporary ligature 
on it. He then sewed up the hole in the uterus, after which 
he dissected out the ureter from its original home beside the 
iliac artery until he had it free to a distance of six inches. He 
then closed the long opening in the peritoneum, after which he 
threaded the ureter, attacht to a bodkin, so to speak, between the 
peritoneum and the abdominal wall into the top of the bladder, 
where he carefully stitcht it. I have since heard that the opera- 
tion was a perfect success. I was perfectly delighted with the 
four mornings I spent with Sanger, and I have no hesitation in 
classing him among the world’s gynecologists of first rank. 
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ZWHEIFEL OF LEIPSIC 

Zweifel is the geheimrath or chief professor of gynecology, 
and has a large number of beds in the public hospital for wo- 
men, which is a large and beautiful building. He is about sixty- 
five years of age. I saw him perform a very difficult operation 
for vesico-vaginal fistula in a woman, who had had hysterectomy 
several years before in another city. As the day was dark he 
used a very nice electric headlight, supplied from the street cur- 
rent. The nurses did all the shaving and scrubbing in the oper- 
ating room while the assistants were getting ready. As it was 
high up he had the greatest difficulty in paring the edges and 
in passing the ligatures, and then he found that in paring the 
fistula he had opened into the peritoneal cavity. He at once, 
without rising from his seat, made a nine-inch incision in the 
abdomen and instead of using Trendelenburg’s posture to get 
the intestines out of the way, an assistant took the bowels out 
of the abdomen and held them back, so as to give him room, and 
even then he had great difficulty. As Leipsic is Trendelenburg’s 
town, I was surprised to see any one in Leipsic open the ab- 
domen with the patient horizontal! He finally succeeded in clos- 
ing the fistula so that it stood the test that the bladder being 
distended with water none escapt either into the peritoneum or 
into the vagina. He closed the abdominal incision with one layer 
of catgut for the peritoneum; a second for the fascia and a third 
for the skin, with a sort of sewing machine lock stitch, with 
two needles, which I had never seen elsewhere, and which made 
a very fine union of the skin. 

His assistant then operated on a ventral hernia, which had 
followed laparotomy. As he did not employ Trendelenburg’s 
position he had a good deal of difficulty in keeping the bowels in. 

I saw a very interesting operation performed by Dr. Georgi, 
Trendelenburg’s assistant. It was a colotomy for cancer of the 
rectum and uterus, and instead of opening the colon in the in- 
guinal region, he made a median incision near the epigastrium 
and drew the transverse colon out two or three inches and 
sewed it there. Then he made another incision two or three 
inches to the left of the first, but only through the skin. The 
loop of intestines was past under the skin and brought out of 
the second incision and carefully stitcht there. The first incision 
was carefully closed and sealed with collodion, after which the 
bowel was opened at the second incision and the mucous mem- 
brane sewed to the skin, where the pent-up feces poured out. By 
this ingenious operation, invented by Wenzel and Van Hacker of 
Innsbruck, perfect control of the artificial anus is obtained, 
simply by pressing a pad over the colon as it passes under the 
skin, and the patient can have one or two evacuations a day. 

TRENDELENBURG OF LEIPSIC., 

Although not a gynecologist, yet Trendelenburg has next to 
Lister done more for gynecological surgery than any other man 
living, and I made him a visit especially to tell him what we 
thought of him and thanked him every time we did an abdominal 
hysterectomy or other piece of difficult pelvic surgery. Those of 
my readers who have never seen a bad pair of pus tubes re- 
moved in the pre-Trendelenburg days can have no idea of the 
misery which the operator endured nor of the danger to which 
the patient was exposed. As the work was all done in the dark, 
the intestines were often torn or infected without our knowing it, 
or some little artery would be steadily pumping into the peri- 
toneum without being seen. Now all that is changed; the intes- 
tines are out of the way and we cover them with sterilized tow- 
els and we have always well-lighted space to work in, so that 
we tie every cozing point until the peritoneum is perfectly dry 
and clean. As I did not see any nice table there it would be 
quite appropriate if the abdominal surgeons of America were to 
present him with a solid silver Trendelenburg table. I attended 
one of his clinics, at which there were over a hundred students 
present, and it was easy to see how much he was beloved by 
them. He is a man of over fifty, but of exceeding modest appear- 
ance, and as he called batches of students down to the arena to 
examine the patients, who were wheeled in, he gave each one 
the marks he had earned. 

JACOBS OF BRUSSELS. 

Although only thirty-five years of age, Jacobs has by his 
enormous industry reacht one of the highest positions in Europe. 
I am told that he is not connected with the University, the posi- 
tion of professor of gynecology there being held by a miltary 
surgeon; nor has he any beds at any of the public hospitals of 
Brussels; but he has forty-five beds at his own private hospital, 
which is the most beautiful I have yet seen either in Europe or 
America, and its cost being over a hundred thousand dollars. 
The nurses are Catholic sisters. He has opened the abdomen by 
the vagina, mostly for hysterectomy, seven hundred times, with 
a death rate of less than two per cent, and he has performed 
over one hundred abdominal laparotomies for removal of the 
uterus and appendages, with less than two per cent of deaths. 
His method of disinfection is peculiarly his own, so I will de- 
scribe it: First he scrubs the patient with green soap dissolved 
in alcohol and shaves her himself. If the operation is a vaginal 
one he uses a sponge on a holder to scrub the vagina. The field 
of operation is then scrubbed with equal parts of saturated solu- 


tion of carbonate of ammonia and bichlorate of soda. He ther 
serubs with alcohol, then with two per cent of formaline. The 
first morning he did a perineorraphy, taking a great deal of time 
to do it, but doing it beautifully, using black silk for most of 
the stitches, only three of them being of silkworm gut. The 
stitches were only one-eighth of an inch apart. He then sealed 
the wound with alternate layers of iodoform and collodion, so 
that it was quite air and water proof. He obtains his silk from 
a Bordeaux chemist, already sterilized, wound on gtass tubes and 
enclosed in other tubes sealed with a rubber band. The Bor- 
deaux firm buys it from a Philadelphia firm, which in turn buys 
it from an English firm, which in turn obtains it from China 
He has also the daintiest operating room I have ever seen, all 
the tables being of polished brass and plate glass. Next day he 
removed the uterus, tubes and ovaries by the abdomen for 
double pyosalpinx, an ovarian cyst and a fibroid tumor. One pe- 
culiarity about his method is that he cuts first and ties only 
the vessels which spurt as he goes along, his object being to 
put four or six ligatures at the most on the isolated arteries and 
not on the nerves. And this reminds me of his answer to the 
important question, which was the main object of my visit to 
Brussels. Why, I askt, did he abandon vaginal hysterectomy 
with clumps. in whick he had become so wonderfully adept? 
Because, he said, with the clamps you compress the nerves and 
cause the woman so much suffering for two days that it takes 
her two weeks to get over it, while if you tie only the arteries 
and close up the peritoneum she will be practically well the 
next day. In this case, as the tubes were adherent to the whole 
anterior surface of the rectum, he carefully detacht them with 
scissors until he had entirely freed the two large tubes, as thick 
as saucers. He then removed them in one piece, with the uterus 
at the head of the internal os, and cauterized the cervical 
canal and sewed tne two flaps of the cervix together. The de- 
nuded rectum was cleverly covered by sewing the anterior flap 
to it. He had the fewest assistants I have yet seen, one of them 
being dispensed with by using an abdominal speculum or re- 
tractor at the lower end of the incision. and this was held tight- 
ly drawn down by having a chain and a weight attacht to it, 
and he did not have any side holders. In closing the abdomen 
he used thin buried silkworm gut for the peritoneum and fascia, 
and larger ones for the fat and skin, and he drest it with 
plain dry sterilized gauze; but this was covered most thoroughly 
with diackylin plaster, several layers, each piece overlapping 
the other. He was very careful and took nearly two hours to the 
operation, chloroform being used. He tells us that he considers 
half an hour more of no consequence compared with the import- 
ance of thorough hemostasis. Like Sanger, he brings the skin 
sutures very near the edge of the wound. 

Next day he removed an ovary and tube from a young wo- 
man, altho he told me that his experience with conservative 
surgery was far from satisfactory. In cases in which he had 
cut out the half of an ovary they had suffered for many years 
afterward from cicatricial contraction in the portion that was 
left; while in cases in which he had removed the uterus for 
fibroid, leaving the ovaries, the latter had within two years com- 
pletely atrophied. Moreover, he says that since we had ovarian 
extract at our command, we no longer have anything to fear 
from the artificial menopause To every woman in whom this 
occurs he gives extract of cows’ ovaries every morning in @ 
glass of port wine, which makes it so palatable that they do not 
know they are taking it. He says he has even cured insanity 
with it. The next day he removed tubes and ovaries from a wo- 
man, whose peritoneum was covered with miliary tubercle, 
which he said he had several times seen cured by laparotomy. 
He allows his patients to eat heartily the day before the opera- 
tion, but not for several days after; he does not fear distension 
of the bowels, which he says always means sepsis. He never 
gives strychnine, but gives them plenty of morphine if they are 
in pain. He thinks that the high death rate of certain celebrated 
operators is due to their working at such great speed that rigor- 
ous asepsis is impossible. Next day he removed a cancerous 
uterus by the abdomen, first getting rid of the appendages and 
fundus down to internal os. He then split the cervix down the 
middle, so as to get his left fore finger into the vagina, previous- 
ly stuffed with sublimate gauze, rendering the removal of the 
cervix very easy, as he had only to cut it all around as it lay 
on his finger, at the same time feeling if the vagina was infil- 
trated. He also feels if there are infected glands in the broad 
ligament and removes them. In all his work Jacobs is au uartist,. 
using his knife like a paint brush. while in his plastic work one 
would think he was sketching with a pencil. I had the pleasure 
of spending an evening with him at his palatial residence, 53 
Boulevard Waterloo, full of rare works of art and was astonish- 
ed to see him and one of his assistants sit down at two pianos 
and play Wagner’s most difficult pieces at sight, while another 
sang. This concludes my series of three articles, and I trust that 
my effort to share the priceless privilege I have enjoyed of see- 
ing these great men at work will be appreciated by those who 
cannot get away and who must see these things through the 
eyes of others. 
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The late “Sylvanus Cobb, Jr.,” dear to youthful readers’ 
hearts a score of years ago, carried as the motto of one of his 
novels the sentiment: “Retribution is slow but sure.” Dr. C. 
©. Morris, Superintendent of the St. Louis Baptist Hospital, who 
achieved so much notoriety some time since by his connection 
with the infamous “50 cent hospital’ associations, feels the force 
of the late lamented Cobb’s truism; he has been requested to 
resign the professorship of gynecology in the St. Louis College 
of Physicians and Surgeons. That distinguisht young surgeon, 
Dr. John Young Brown, president of the Mississippi Valley Med- 
ical Association, has been elected to the chair. “Tho the 
mills of the gods grind slowly, yet they grind exceeding small.” 


Speaking of the College of Physicians and Surgeons recalls 
the recent remark of the nation’s hero, Admiral Dewey, who 
seems to be something of a wag. He said that since the Naval 
Department has adopted the plan of advertising educational in- 
stitutions in naming its ships the Harvard and the Yale, he 
would suggest that the two microscopic gunboats captured from 
the Spanish (called the Callao and the Leyte) be rechristened af- 
ter two other deserving schools: The Massachusetts Institute of 
Technology and the St. Louis College of Physicians and Sur- 
geons! 


At a recent meeting of the Warren County (IIll.) Medical So- 
ciety Dr. R. M. C. Ball of Monmouth read a paper on “Medical 
Fees,” severely condemning the present tendency to cut the 
fees for attendance in order to secure desirable business. In the 
discussion Dr. Emma Standley of Alexis related some of her 
early experiences, including the reduction of a dislocation of the 
hip joint, for which she charged the sum of one dollar! It is 
quite probable that almost every practitioner has made similar 
charges in his early work—possibly erring in the opposite direc- 
tion also; as in the practice of a recent graduate of the St. Louis 
Medical College, who, with a magnified sense of the importance 
of his own services, demanded $500 for sewing up a lacerated 
perineum, and that before he had been a year out of school. 
Such charges as these should impress medical teachers with the 
necessity of carefully explaining to every graduating class the 
value of medical and surgical services, and how to regulate them 
in charging the poorer people with whom the members are apt 
to come in contact at the beginning of practice. This and a 
thorough explanation of the code of ethics should be a prominent 
feature of the closing weeks of every senior course of medical 
instruction. 


A souvenir volume of 2,000 pages was presented to Prof. 
Durante of Rome on the 25th anniversary of his professorship. 
It includes 60 original articles, of which two are by American 
authors: Resection of the Gasserian Ganglion, by W. W. Keen, 
M. D., LL. D., Professor of Surgery in Jefferson Medical College, 
Philadelphia; and Encapsulated Epithelioma, by J. F. Binnie,. 
A. M., M. D., Professor of Surgical Pathology and Clinical Sur- 
gery in the Kansas City Medical College, Kansas City, Mo. 


The West seems to be the stronghold as well as place of origin 
of osteopathy. Of Eastern states Vermont and North Carolina 
are the only two in which the practice of osteopathy is legal, 
while North Dakota, South Dakota, Missouri, Michigan, Illinois 
and Colorado some time since yielded to the persuasive eloquence 
(and gold?) of the newest “school” of practice. Now Towa has 
joined the list! The Pacific Medical Journal says they are try- 
ing to get every other Western state to practically destroy exist- 
ing medical laws. “They put forward the claim that they are 
seeking the same rights and privileges as the regulars; and as it 
does not seem to occur to anyone to disprove this claim, its ap- 
parent plausibility and justice win the heart of legislators, even 
where no more substantial reason is forthcoming. Why cannot 
this lie of theirs be punctured? They are not seeking the same 
rights and privileges as the regulars, but very much more. They 
seek to evade the examinations and other educational tests of 
fitness that regulars, with homeopaths and eclectics, are forced 
to undergo.” 


The Kansas State Board of Health lately sought an opinion 
from the attorney general regarding their powers in subduing 
quackery. They wisht to know how the statute should be inter- 
preted. The legal authority says that the magnetic healers and 
the hypnotists and all the other quacks except “divine healers” 
can be prosecuted, but adds that the divine healers claim their 
power to come from Jehovah, and that, as he understands it, the 
rights and privileges of Jehovah can in no way be regulated or 
restricted by the statutes of Kansas! 


Last month attention of the readers of the Journal was called 
to the list of men who supported the bill legalizing osteopathy 
in the state of Missouri. No apology is necessary for again 
printing this list—it must be imprest upon the minds of the phy- 
sicians of Missouri that these men are worthy of political death: 
In the 38th General Assembly, House: Armstrong, Arnett, 
Atkins, Best, Bittinger, Bothwell, Bourn, Breit, Cape, Carroll, 
Cherrington, Collins, Coppedge, Carroll, Cox, Crisp, Daneri, David- 
son, Davis (Taney), Davison, DeFord, Denslaw, Drum, Dyer, 
Ferguson, Freeman, Fuson, George, Gill, Gmelich, Griffiths, 
Grubb, Hammond, Harrison, Hart, Higbee, Hinde, Johnston, 
Jones (Hickory), Jones (Jackson), Julian, Kasey, Kline, Kyler, 
Lane, Leroy, Lynch, McCollum, McKearley, McKee, McPherson, 
Marsh, Middleton, Moore (Mississippi), Moore (Stone), Moran, 
Mueller, Murray, O’Dell, Odneal, Old, Phipps, Porterfield, Pratt, 
Rohne, Sasche, Sartin, Schoppenhorst, Schumached, Sherrill, 
Smith (Buchanan), Smith (Howell), Steel, Stickney, Sullinger, 
Swanger, Tartar, Walton, Warner, Waymeyer, Weaver, Wein- 
hold, Wetzer, Young (St. Fran.), Young (Texas), Mr. Speaker of 
the House. Senate: Amelung, Ballard, Bledsoe, Brewer, 
Busche, Davisson, Drum, Dunn, Kennish, Klene, Lancaster, 
Landrum, Love, Lyman, McClitic, Madison, Morton, Mott, O’Ban- 
non, Peers, Powers, Seaber, Walker, Williams, Wurdeman, 
Yeater. In the 39th General Assembly, House: Allredge, Arm- 
strong, Averill, Aydelott, Barnett, Bittinger, Bohart, Bradford, 
Bradley, Breit, Bruer, Burroughs, Caldwell, Cashion, Christy, 
Clarke, Clymer, Cock, Coffey, Cole, Collins, Cox (Lewis), 
Cox (Oregon), Crisp, Curry, Daugherty, Davault, Davidson, Da- 


vis (Chariton), Denslow, Doughterty, Dunn, Dyer, Ehrhart, Er- 
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man, Fitzgerald, Frost, Hale, Hamilton, Hart, Hawkins, Hays, 
Hendrickson, Hess, Hood, Hopkins, Ijams, Jenkins, Johnson 
(Cooper), Johnson (St. Louis), Koch, Kramme, Lee, London, Mc- 
Cullom, McKim, McMonigle, McPherson, Martin (Barton), Mar- 
tin (Callaway), Mashburn, Moeller, Morris, Mueller, Neville, 
O’Dell, O’Fallon, Organ, Pickler, Piner, Piper, Pope, Prather, 
Pyeatt, Rebo, Regan, Rohne, Ross, Rubey, Russell (Dade), Saw- 
yer, Schumacher, Sessinghaus, Shewmaker, Sickles, Smith, 
Snidow, Spofford, Tandy, Taylor, Thomas, Truitt, Tubbs, Van- 
derhof, Vandiveer, Walmsley, Ward, Weaver, Williams (Jeffer- 
son), Wood. Senate: Anderson, Brewster, Burkhead, Childers, 
Davisson, Drum, Gray, Hohenschild, Klene, Landrum, McClintic, 
Major, Marshall, Matthews, Miller, Morton, Mott, O’Bannon, Or- 
chard, Peers, Powers, Schweickhardt, Seaber, Vandiveer, Wells, 
Williams. And the bill was signed by Lon V. Stephens, Gov- 


ernor. 
KILL ALL THESE MEN, POLITICALLY! 


Medical Age (Detroit) has been sued for $25,000 by William 
Smith, M. D., “D. O.,”” Demonstrator of Anatomy and Lecturer 
on Symptomatology in the American School of Osteopathy of 
Kirksville, Mo. The editor of the Age described Dr. Smith as be- 
ing affected by “that contagious form of feeble mindedness” 
known as “osteopathy.” The outcome of this suit will be of in- 
terest to every medical publisher and every qualified practitioner 
of medicine in the United States. If the medical press is to be 
muzzled in its attempts to preserve the profession from the in- 
roads of sharks and cranks of every form and description, med- 
ical men must devise other and more effective means of self- 
protection. Freedom of speech must not be curtailed by any 
court when it comes to the preservation of the public health and 
welfare. 


Physicians should be careful about telling unmarried fe- 
males that they are affected by “neurasthenia.” A prominent 
authority (Freund) in the Wiener Klinische Wocnenschrift—it’s 
of foreign origin and therefore must be so!—declares that every 
ease of neurasthenia depends upon some abnormal occurrence or 
occurrences in the sexual life of the patient at the present time 
or since puberty. He scouts the idea that mental overwork or 
excess of household cares can alone induce neurasthenia, al- 
tho any depressing factor may favor its development. He 
even insists that absorbing occupations, especially intellectual, 
protect against the evolution of neurasthenic affections. He di- 
vides them into: (1) Neurasthenia proper, which he claims can 
always be traced to excessive masturbation, unnatural sexual 
intercourse, ete. (2) “Anxiety neurasthenia,” distinguisht by 
dread, restlessness, agoraphobia, vertigo in walking, sleeplessness, 
ete. The latter form, he states, can also invariably be traced to 
sexual influences in the nature of unsatisfied impulses, coitus in- 
terruptus, abstinence with inflamed desires, etc. He protests 
against the prevailing hypocrisy in regard to sexual matters and 
urges the physician to assume that abnormal sexual life is of 
chief import in the etiology of neurasthenia, as this alone will 
help him to treat it rationally, after winning his patient’s confi- 
dence. In cases absolutely impossible to trace to any abnormal 
sexual occurrences, he decides that the affection is not neuras- 
thenia; and by eliminating this conception he has discovered un- 
suspected local affections, in one instance a latent suppuration in 
one of the accessory nasal cavities, which had only produced neu- 
rasthenic symptoms, entirely cured by an operation. In all of 
which there is probably a great deal of truth, after all. 


The next number of this journal will contain an article by 
Prof. Byford of Chicago on hand disinfection. In connection there- 
with it may be of interest to state that Fuerbinger and Freyhan 
have recently made a critical study of this subject and reach the 
conclusion that IT IS IMPOSSIBLE TO STERILIZE THE 
HANDS WITH SOAP AND WATER—Tait and Price to the con- 


trary notwithstanding. The procedure they advocate consists 
in washing with soap and warm water, and scrub brush vigor- 
ously applied, for five minutes, rinsing in sterilized water, wash- 
ing in alcohol for five minutes, washing in sterilized water, with 
a further washing in an ordinary antiseptic solution. The action 
of the alcohol their experiments show to be three-fold: 1. Its 
bactericidal action. 2. Through its properties of dissolving fats 
and mixing with water it prepares a way, not only for its own 
germicidal action, but also for that of any subsequent antiseptic. 
3. It loosens the epidermis, and with it the dirt and contained 
bacteria, washing them away. The method which is still more 
popular in the West consists of thorough scrubbing (five to ten 
minutes), then washing in saturated solution of permanganate 
of potash until hands and arms are of a dark brown or black 
color, washing in saturated solution of oxalic acid until all color 
is removed, rinsing in sublimate solution (1-1000) and finally in 
sterilized water. 


Of the making of medical societies there seems to be no end. 
The latest addition to the list of “interstate” societies is the 
Rocky Mountain Medical Association, which was organized 
some weeks ago at Denver. At this meeting Dr. Charles Pinck- 
ney Hough of Salt Lake City was installed as president; Dr. 
Charles K. Cole, Helena, first vice-president; Dr. Clayton Park- 
hill, Denver, second vice-president; Dr. S. D. Hopkins, Denver, 
corresponding secretary; Dr. S. C. Baldwin, Salt Lake, recording 
secretary; Dr. E. Stuver, Rawlins, Wyo., treasurer; and Dr. 
Charles G. Plummer, Salt Lake, chairman of executive commit- 
tee. The trustees, one from each state represented, include Drs. 
T. J. Murray of Butte, Mont.; A. C. Bower of Salt Lake City; J. 
H. Bean of Pocatello, Idaho; Charles K. Jones of Temple, Ariz.; 
C. H. Solier of Evanston, Wyo., and Thos. H. Hawkins of Den- 
ver, Col. Great things are expected of this society. 


Mistakes in diagnosis are sometimes made even by surgeons 
of the Pacific coast. The Portland Oregonian of late date says: 
The staff of a medical institution in this city were nonplust a day 
or two since when they undertook to perform an operation for 
appendicitis. After a careful and minute search among the con- 
tents of the abdominal cavity, no appendix could be found. 
There was inflammation and adhesions and all sorts of trouble 
with other organs, but appendix there was none, and so no ap- 
pendicitis. This, however, is not likely to interfere with the ap- 
pendicitis business, for there were lots of other superfluous 
things with Latin names, which, in the absence of an appendix, 
were removed, and the desired result was obtained. 


Apropos to the craze for removal of the stomach Atlantic 
Medical Monthly prints an original poem written in “James 
Whitcomb Riley English:” 

I dunno what we’re comin’ to, it does beat all, ter see 

What things these doctor fellers do; it’s got so now, by gee, 

They take a feller’s liver’n lights and all his innerds out 

And dust ’em off and scour ’em up and put ’em back about 

As good as what they ever was. Why, I read t’other day, Pe 

They took a woman’s stomach out and hove it clean away, 

And hicht on some ’f her other works, and now she’s up and 
’round 

And eatin’ much as ever, with her stomach under ground! 

Now, don’t that beat the Dutch? Why, say, b’gosh, I tell yer 
what! 

I thought my stomach was the most important thing P’d got, 

And now these fellers chuck ’em ’round as if they didn’t mount 

To nothin’ more’n a worn out tooth, jest simply no account. 

If I’d no stomach I could eat a slice er hot mince pie 

And not be groanin’ all night long as if I’s goin’ ter die, 

And Jed could chaw green apples, too, and not be doubled up 

And keep his ma a-pourin’ down pain killer by the cup; 

There’d be no more dyspepsy and the babies wouldn’t squall 

An hour or two with colic; so, jest take it all in all, 

’T would be a sorter blessin’ and I hain’t so sure, by jing, 

But what I may have mine taken out some time this comin’ 
spring. 
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Dr. J. T. Eskridge, of Denver, recently made a diagnosis of 
tumor of the spinal cord—which was confirmed by laminectomy. 
The tumor was quite readily removed—with disappearance of 
most of the symptoms. This case has attracted much attention 
in the West; and with cause. 


Some remarkable results from the use of Marmorek’s anti-. 
streptococcus serum in the treatment of septicemia were re-| 
«ently reported to the St. Louis Medical Society by Drs. R. M. | 
funkhouser, W. B. Dorsett, R. H. Finley and other prominent 
surgeons and gynecologists. Dr. Funkhouser lays great stress 
upon the necessity of excluding the bacillus communis coli and 
the staphyllococcus pyogenes aureus as causative germs before 
employing the serum. 


According to Philadelphia Medical Journal the question of 
operative treatment in cases of malignant tumors of the kidney 
in children is one concerning which there is still difference of 
opinion. Statistics should, however, discourage such operations, 
as not only are they attended with a large mortality, but early re- 
currence is the rule rather than the exception. Thus, among 45 
nephrectomies in infants, the mortality was 48 per cent, and 
early recurrence took place in 75 per cent. One of the best re- 
ports is that of Kynoch, who removed from an infant 14 months 
old a sarcomatous kidney, the child surviving tne operation 


and showing no sign of recurrence two years after the operation. 


Medical Times gives the following as the latest formula for 
gonorrhea: Oil gaulthcria, 15 drops; bismuth subnit., 5 drs.; vase- 
line liq., 3 ounces. Mix. Inject into the urethra three times a 
day after urinating and retain as long as possible. ‘ 


Philadelphia Medical Journal says that the aseptic sponge, 
which had its origin in the fertile brain of Dr. A. C. Bernays, 
professor of Anatomy and Clinical Surgery in the Marion-Sims 
College of Medicine, St. Louis (and known as the “Bernays 
Aseptic Sponge’), an artificial product composed of cotton 
subjected to many hundred pounds’ pressure, has certain char- 
acteristics that make it especially fit for use in the nose and naso- 
pharynx. The sponge may be rendered absolutely aseptic and as its 
power of absorption continues, it becomes much increast in 
size, thus being able to exert pressure limited only by the limita- 
tions of the cavity in which it may be placed. For these reasons 
it is efficient in the control of hemorrhage in the anterior or 
posterior nares, either following operations or in severe forms of 
epistaxis; it serves as an excellent splint in the latter stage of 
the Asch operation, or in the treatment of fractures of the nasal 
bones. Finally, it may be used for conveying medication to 
various portions of the nose, or for producing irritation and 
moisture in cases of atrophic rhinitis. 


At the Denver meeting of the American Medical Association 
Dr. S. D. Niles, of Salt Lake City, read a strong appeal for 
early operation in appendicitis. The reasons he assigned for 
such advice are: (1) Such a course is in harmony with the gen- 
erally recognized law that the presence of infected devitalized 
tissue is an indication for the removal of pus by the most direct 
and safest route; (2) as extensive adhesions may interrupt the 
functional activity of neighboring organs, this process of repair 
should be interrupted early; (8) if this be done the mortality in 
the hands of experienced operators should not be over two per 
cent; (4) prompt operation is attended with less immediate dan- 
ger and gives better ultimate results; (5) even if certain stages 
of the morbid process are known to present favorable conditions 
for operative procedures, there are no means of accurately de- 
termining the exact pathological changes taking place within 
the abdomen. The death rate of the delayed operations, it should 
be remembered, can rot be exactly computed; it 1s admitted, how- 
ever, that seventy-five per cent of these cases eneas in imperfect 


recovery. The condition present in appendicitis is one of local | 


infection, giving in the first attack a mortality of ten per cent 
and an ultimate mortality of twenty-five per cent—While many 
of the reasons given by Dr. Niles are goad, it cannot be demon- 


strated that a mortality of only two per cent is obtainable by 
a the most careful operators in cases where appendicitis is 

own—not suspected—to exist; nor can it be denied that a large 
percentage of cases recover under medical treatment. So, after 
all, it may be said that the best rule to follow is: operate when 
the symptoms demand it. 


At a late meeting of the San Francisco Clinical Society Dr. 
C. G. Kenyon, Surgeon to St. Luke’s Hospital, spoke in favor 
of operation for fracture of the patella. He remarkt that the 
great difficulty in treating this injury has always been to over- 
come the muscular action which tends to separate the broken 
surfaces. The old treatment by the Hamilton inclined plane, and 
| by the Malgaigne hooks has virtually been abandoned. He has 
' learned that the knee joint can be freely opened under strict 
antisepsis, and that the most satisfactory method of dealing with 
such cases consists in opening the joint and wiring the frag- 
ments together. Under the old way a difficulty frequently en- 
countered was that bits of periosteum or aponeurosis would get 
| between the fragments, interfere with apposition and prevent 
union. In an operation of wiring, the strictest antisepsis is im- 
perative. The joint is to be laid open by a transverse incision, 
the patella wired with silver wire and the ends of the wire bur- 
ied in the bone, thereby preventing the ends from irritating. 
The periosteum, the fascia and the cellular tissue are then sep- 
arately stitcht with catgut, the external wound closed and a 
drainage tube left or not, as the case may require. A back 
knee-splint is then applied, and later the limb placed in a plas- 
ter cast. He presented a case recently operated upon by this 


‘method. The young man was out of bed in less than four weeks; 


in five and a half weeks he was ready for work. The action 
of the joint was perfect. 


Speaking of gastric ulcer Homans says (Philadelphia Medical 
Journal) that while fatal perforation occurs in a small percentage 
of cases, there are numerous other conditions that justify surgi- 
cal interference, such as hemorrhage, persistent spasm of the 
pylorus, dilatation, stenosis, and finally perigastritis, with the 
formation of adhesions and abscess. According to Leube the 
conditions demanding operation prevail in about four per cent 
of all cases. The propriety of interference in cases of perfora- 
tive gastric ulcer has been placed at 71 per cent; of those oper- 
ated on in the first 12 hours, 29 per cent, and between 12 and 
24 hours, 76 per cent. As to the choice of operation in cases of 
perforating gastric ulcef the suture-method is more rapid and 
less liable to increase shock. The next most serious complica- 
tion is hemorrhage, which causes a fatal termination in from 
38 to 5 per cent. The outlook in cases of profuse hemorrhage 
subjected to surgical treatment is not favorable, while indica- 
tions are much clearer in cases of frequent and persistent bleed- 
ing extending over a period of weeks or months. If it be possi- 
ble to find the bleeding vessel and to tie it, this is the most ra- 
tional method, although in many cases difficult, and in some 
impossible. The complication of gastralgia, often attended with 
persistent hemorrhage, will, in extreme cases, require operative 
interference, in the form of gastroenterostomy or resection of the 
ulcer. Three operations may be employed for the relief 
of stenosis: resection of the stomach, gastroenterostomy, and py- 
loroplasty. Of these gastroenterostomy is in the majority of 
cases the one of choice, as resection is attended with a high mor- 
tality, and pyloroplasty is contraindicated when there are ad- 


hesions and when there is an open ulcer near or in the pylorus. 


Loreta’s operation should be discarded, as it does not seem to in- 
sure against relapse. Perigastritis is a condition attended often 
with adhesions, more or less extensive, to the abdominal walls 
or neighboring organs. The operation of gastrolysis, devised 
for the relief of this complication, is eminently successful. The 
last complication to be considered, namely, the so-called hour- 
glass contraction, may be relieved by one or two operations, 
gastroplasty or gastroanastomosis. 


In a recent address on abdominal surgery Dr. H. C. Crowell, 
Professor of Abdominal Surgery in the University Medical Col- 
lege of Kansas City, called attention to the fact that there are 
four varieties of intussusception: (1) enteric; (2) colic; (8) ileo- 
cecal; (4) ileo-colic. The enteric involves the small intestine and 
especially the lower jejunum and ileum. It is usually quite short. 
The source of the colic may be found in any part of the colon, 
but it is most common in the descending colon and_ sigmoid 
flexure. It also seldom attains great length. In the ileo-cecal 
invagination the ileum and cecum pass into the coion preceded 
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by the ileo-cecal valve, which forms the apex or free extremity 
of the intussesceptum. This is the variety so often met in early 
childhood. This form may attain great size, so that the valve 
may reach the anus and project beyond it. In the ileo-colic 
form the end of the ileum is prolapst through the ileo-cecal valve. 
The valve and the cecum remain, for a while at least, unmoved, 
and the prolapst ileum always forms the apex of the intussus- 
ception. Out of one hundred cases of intussusception, according 
to Mr. Treves, about forty-four will be ileo-cecal, thirty enteric, 
eighteen colic, and eight ileo-colic. 


Another sucessful gastrectomy has been done in San Francis- 
co. At the meeting of the San Francisco Clinical Society, June 
22, Dr. G. C. Macdonald, according to the Pacific Medical Journal, 
exhibited two pathological stomachs. One had been removed 
post mortem, but the patient had been operated upon some time 
before death. There was a carcinoma and consequent obstruc- 
tion at the cardiac orifice; a gastrostomy had been performed, 
and the patient was for some months fed through a tube. There 
was also a carcinoma of the bladder, and hemorrhage from this 
later growth produced death. The other stomach exhibited had 
been removed one week before for cancer of the pylorus. The 
patient did well in every particular after the operation except- 
ing that the pulse was very rapid and feeble. Hot water and 
whisky per rectum, and strychnine hypodermically gave no good 
results. It had been noticed that a similar condition existed after 
each case of removal of the stomach reported, and Dr. Macdonald 
concluded that the vagus, the inhibitory nerve of the heart, had 
been cut. Acting upon this theory he administered digitaline, 
with the result that the heart soon became slow, strong and 
regular. The patient was doing well and taking a good amount 
of liquid diet by the mouth. 


St. Louis Medical Gazette, July, 1898, contains an account of 
the extirpation of an immense goitre form a patient 63 years 
of age of nearly 35 years’ duration. Its enormous size and 


weight caused the patient’s head to be pulled forward and re- 
quired one hand to support it when standing or walking. The 
growth is shown by the two photo-engravings in such a manner 
that a description of its anatomical relations is unnecessary. A 
glance at the illustrations will be sufficient to clearly demonstrate 
its extent and location. The indication for the removal of the 
goitre was simply the discomfort produced by it. Operation was 
made at Rebekah Hospital by Dr. A. C. RBernays, Professor 
of Anatomy and Clinical Surgery in Marion-Sims College of 
Medicine, St. Louis. Convalescence was speedy and uneventful. 
Figure 3 shows the patient rejuvenated. 


In Annals of Surgery, August, 1898, Dr. T. F. Prewitt, Pro- 
fesser of Surgery in the Missouri Medical College, St. Louis, is- 
cusses, Says Philadelphia Medical Journal, the treatment of gun- 
shot injuries of the spine, and includes a report of a case suc- 
cessfully treated by surgical intervention. The patient received 
a shot in the back of the neck from a small target gun, the 
muzzle being within two and a half inches away when the piece 
was discharged. Complete paralysis on both sides resulted. 
Operative interference was decided upon, and it was found that 
the ball had struck the lower border of the lamina of the third 
cervical vertebra, driving in a portion of the bone and lodging 
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in the canal. The fragments of bone were pickt out, and the 
bullet, which could be seen lying on the cord, was removed. 
Four years after the injury the patient had perfect use of every 
limb except the right arm, to which functional activity was only 
partially restored. While it is the general opinion of the pro- 
fession that in a case of fracture of the spine, laminectomy is a 
questionable procedure, operations for gunshot injuries are more 
likely to be lookt upon with favor. The indications for operation 
will depend upon whether the injury is a simple fracture of the 
arches, or whether the canal is invaded and the cord crusht, or 
whether the injury is complicated by some serious lesion of the 
abdominal or thoracic viscera. In the first class of cases the 
majority of surgeons would sanction immediate operative treat- 
ment; in the second class the question arises as to whether it is 
admissible to operate when the cord is completely severed. 1p 
answer it may be said that facts and experimentation have shown 
that the cord may be almost completely divided, and yet the 
patient or animal recover. It is argued that inasmuch as a di- 
vided nerve may itself reunite, it may be possible for the cord 
itself by the same process to undergo regeneration and reunite. 
Prewitt tabulates 49 cases of gunshot injuries of the spine 
treated since the aseptic era. Of this number 24 were subjected 
to operation with recovery in 45.8 per cent, while in the 25 cases 
that were not operated upon recovery ensued in 32 per cent. It is 
concluded that it is the surgeon’s duty inallcases of gunshot in- 
juries of the spine to advise immediate operation, provided the 
wound has involved the posterior or lateral part of the spine at 
an accessible part. It is not advisable to wait to see whether 
nature is competent to restore the damage, as during the interim 
irreparable harm may be done. The delay permits of the con- 
tinuance of conditions, whose removal is the purpose of the oper- 
ation. The presence of complications, due to penetration of the 
great cavities and injury of the viscera, will influence the ques- 
tion of operation, but not necessarily forbid it. 


Almost every week some novel mode of performing an abdo- 
minal operation is suggested or tried. This is as it should be, for 
it is in experiments that the path which leads to final success 
lies. Dr. J. Shelton Horsley, of El Paso, Tex., in the New York 
Polyclinic for December, 1897, describes a new method of intes- 
tinal anastomosis that has occurred to him, and which has been 
tested on animals and the cadaver. The plan is as follows: 
After the incision in the abdominal wall, the diseased intestine 
is drawn well out of the abdominal cavity, and sterilized tapes 
are placed through the mesentery several inches from the point 
to be resected, and tied around the intestine just tightly enough 
to check the fecal flow. Fecal matter is stript from between 
the tapes before they are tied. The intestine is resected, bleed- 
ing points in the mesentery are secured with artery forceps and 
ligated with silk, and the ends mopt out with moist bichlorid 
sponges. The mesentery is incised for several inches at right 
angles to the intestine, or a V-shaped section removed to facili- 
tate the subsequent manipulation. The ends of the bowel are 
then placed side by side, opening in the same direction and be- 
ing in contact along their free surfaces opposite the attacht 
mesentery. A pair of artery forceps inserted in the ends and 
clampt holds them in this position. A finger of the left hand is 
inserted into one end of the intestine and the thumb into the 
other, and over them as a bobbin a Cushing suture of fine silk 
in an ordinary cambric needle is commenced. The first stitch 
approximates the portion of the two limbs of the intestine near 
the mesenteric attachment. The suture is then carried obliquely 
for about two inhes when dealing with the small intestine, to the 
border opposite the mesenteric attachment, and continued over 
the other side, where it stops at a place corresponding to its 
point of commencement. Here the needle is left on the thread, 
and an artery forceps, padded with sterilized gauze to prevent 
injury to the thread, seizes it where it emerges at the last stitch. 
This keeps the sutures tight. The bowel is now partly everted, 
exposing a U-shaped septum, graspt by the artery forceps first 
applied. This septum is cut away with curved scissors, leaving 
a margin of one-third of an inch. An overhand suture of silk 
in a curved needle is then commenced at one edge of the “shelf” 
left by cutting away the septum, and is carried through all the 
intestinal coats. When the suture reaches the end of this shelf. 
it is continued by slightly invaginating the rest of the resected 
ends, which consists of about one-fourth of the entire circumfer- 
ence. It terminates at its point of commencement. The first 
line of sutures is now finisht by continuing it about one-fourth 
of an inch from the overhand suture. The incision in the 
mesentery is closed, the intestine lightly sponged with gauze 
wrung out of hot sterilized salt solution, and dropt back into the 
abdominal cavity. It is claimed as a special feature of this 
manner of operating that all fear of stricture is removed. Ex- 


periments made on dogs by Dr. Horsley have resulted as he 


had anticipated. 


Dr. J. W. Macdonald, Professor of Surgery in Hamline Uni- 
versity, Minneapolis, writing of suture of the patella, describes 
a method of treatment of fracture, for which he claims. uniform- 
ly good results, shortened convalescence, freedom from the dan- 
gers of sepsis, simplicity, continuance of the encysted silver wire 
suture, maintenance of position of the fragments, and a possi- 
bility of bony union in all. He describes his method as follows: 
After the usual preparations to secure asepsis have been com- 
pleted, the limb is fully extended, the surgeon draws the lower 
fragment of the patella as high as possible, enters the point of 
the scalpel close to the apex of the bone, and carries it directly 
inward and upward through the ligamentum patellae into the 
synovial sac above the ligamentum mucosum. The scalpel is 
now withdrawn, leaving a puncture of the joint at its dependent 
part one-half of an inch in length. This puncture is now covered 
with sterilized gauze, and by massage and flexion the joint is 
practically emptied of effusion through the puncture. Should 
any difficulty be experienced in removing the effusion, always 
fluid for several hours after the injury, the metal cannula may 
be introduced .to facilitate the flow. After the removal of the 
fluid, the fragments can usually be brought in apposition. By a 
little coaxing, bits of membrane or bursa can be removed from 
between the fragments, and distinct bone crepitus obtained. An 
assistant now holds the fragment. The point of the needle now 
is introduced into the puncture close to the apex of the patella, 
earried through its tendon laterally, through the aponeurosis at 
the side into the tendon of the extensor femoris, keeping close to 
the patella all the time, and is made to present underneath the 
skin. A touch with the scalpel permits the point of the needle 
to be -reacht, and one loop of silk withdrawn. The needle is then 
removed, and another loop past in a similar manner on the oppo- 
site side. By means of these two loops of silk the silver wire ig 
drawn into position. The relation of the fragments is now re- 
examined to determine the absence of tissues between them, and 
that no tilting exists. When properly adjusted they are steadied 
by an assistant, while the surgeon, by strong traction on the 
silver wire, using forceps on each end, buries it in the tissues 
around the patella and twists it close to the apex. The wire is 
cut short and buried in the wound. If the process has been 
carefully followed the fragments will be found in absolute ap- 
proximation, surrounded and supported by this suture or sub- 
cutaneous splint. After dressing the limb in plaster of paris, the 
patient is kept in bed with the foot elevated for a week, and 
earefully watcht for any reaction. Afterward he is allowed to 
sit up, and after two weeks go about on crutches. The dress- 
ing is removed at the end of six weeks, and a molded posterior 
splint adjusted. At the end of twelve weeks all dressings are 
removed and full use of the limb allowed. 


Philadelphia Medical Journal gives a synopsis of a report 
by Harrison, which is based on an analysis of 77 cases of 
traumatic insanity subjected to surgical treatment since 187¢& 
that he has collected. The number of cases of insanity due to 
head injury is stated to be about 2 per cent of all cases, and 
only a limited number of these are susceptible of relief by sur- 
gical measures. Of the 77 cases, death occurred in 5, mental re- 
covery in 51, great improvement in 12, slight improvement in 5, 
and no improvement in 4. Among the conditions for which 
operation was undertaken deprest fracture is mentioned in 48 
cases; cicatrix without depression in 13 cases; cysts of the dura 
in 3; thickening of bone in 9. Harrison reports 3 cases in which 
he has operated personally. The first patient had received a 
blow in the right frontal region, causing a scalp wound and a 
fissured fracture. Suppuration and exfoliation of bone followed, 
and later the patient became melancholy and had homicidal im- 
pulses. On reflecting a semi-circular flap the bone was found de- 
prest and about one inch in thickness. A subdural cyst, con- 
taining about three teaspoonfuls of serum, was evacuated, and, 
on pushing a fine trocar into the brain-substance about three- 
fourths of an inch, a cavity was opened, from which one-half 
an ounce of serum was removed. The patient made a good re- 
covery, and was well nine years after the operation. The second 
patient had received a blow over the frontal region four years 
previously, and his mental condition had gradually become so 
bad that he was removed to an asylum. Upon opening the dura, 
extensive adhesions were found over the base of the second 
frontal convolution, which were separated, and the scalp wound 
sutured without replacing the bone. Gradual improvement fol- 
lowed, and the patient was perfectly well and working as a 
cabinet-maker eighteen months after the operation. The third 
case reported is that of a man who had received a heavy blow 
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on the back of the head. Two months later he began to suffer 
from hallucinations, and four months after the injury he was 
seized suddenly with suicidal mania. A semi-circular flap was 
reflected from the region of the second occipital convolution, and 
a piece of bone 114 by 2 inches was removed. No abnormal con- 
dition was found, except adhesion between the cicatrix and the 
bone, which was not replaced. The patient recovered mentally 
after the operation and was well when last heard of four and 
a half months after the operation. 


At a recent meeting of the San Francisco Medical Society 
Dr. H. M. Sherman reported eight amputations at the hip joint. 
From the transactions publisht in the Pacific Medicai Journal 
the following details are taken: Of the eight operations four 
were done for hip-joint tuberculosis, and four for sarcoma. Of 
the tuberculosis group one patient, a very weak little child, died 
a few hours after the operation, another some months after of an 
acute pulmonary tuberculosis. The other two were still living, 
and with the exception of some sinuses leading to tuberculous 
bone in the pelvis, and from which there is a small daily dis- 
charge, they are doing weil. It is especially to be noted that in 
the matter of comfort, these children are better off than are 
those on whom exsections have been done. It was the opinion 
of Dr. Sherman, too, that their general physical condition was 
superior to the exsection cases, and some opinions were quoted 
which were in agreement with this idea. Of the sarcoma group, 
one died in a few hours after the operation; the case had sim- 
ulated hip-joint tuberculosis and was thought to be that. The 
operation of exsection disclosed the true pathologic state, and a 
secondary amputation was done, together with removal of much 
of the os innominatum. Of the other three, one lived thirteen and 
a half weeks, during which time there was an intermittent at- 
tack of sapremia from infection of the broken stump with a 
diplo-bacillus (not identified), and following this progressive 
emaciation, and finally, after some complaint of thoracic pain in 
the left side, the development of a bloody effusion in the right 
pleura, but no secondary tumor could be made out, and no post- 
fortem was permitted; another one lived about a year, during 
most of which time perfect health was enjoyed, and finally died 
of secondary sarcoma of the lung; the other is alive and well 
seven years after this operation, with no evidence of recurrence, 
and is so in the very select class of cases of apparent recovery. 
In six of these cases the Wyeth method of control of hemor- 
rhage was used and is to be commended, but in one case exar- 
ticulation was done before the femoral artery was tied, so as to 
expedite the work, and because the femur had not been sawn. 
as is usually done; and in this case there was some slipping of 
the elastic band, together with the needles and integument, and 
retraction of the face of the stump up beyond the band, thus 
favoring hemorrhage from the untied femoral artery. The ves- 
sel was held, however, the elastic band removed and the artery 
tied. The other operations presented nothing exceptional. Of 
these cases, in two the tumors had existed, in quiescence, for 
many years, and both of these cases are dead. In the other two 
the operation was done within a few weeks of the first knowl- 
edge of the tumor, and one of these is the now sole survivor. 


Dr. Sol. N. Rosenbaum, of New York, in an article on the | 


therapeutics of carbuncle (New York Medical Journal, June 11) 
describes the method of treatment he prefers, as follows: <A 
piece of aseptic gauze is folded until it forms a thickness of six 
to eight layers, the surface area to be somewhat larger than the 
carbuncle to be covered. The gauze is first thoroly saturated with 
Thiersch’s solution, then covered with a layer of ten per cent 
ointment of ichthyol, and then applied to the carbuncle. A piece 
of rubber protective large enough to overlap the gauze is now 
placed on the same to keep in the moisture. A layer of cotton 


is placed on the protective, and then the bandage iis applied ; 


and allowed to stay on for two days. When the patient returns 
to be rebandaged and to have the dressings renewed, the cores 
are found to have separated from their respective walls, and 
at the next dressing, which is again in two days, they are found 
entirely separated, and can be easily and painlessly removed. 
At the next visit granulation has past the primary stage, and 
healing quickly results, leaving an almost invisible scar. The 
only constitutional treatment which is necessary 1s to give 
eathartics, like fluid extract of carcara sagrada or castor oil, 
and in individual anemic or cachectic cases, compound syrup of 
the hypophosphites. For this simple but very effective treatment 
the author claims the following advantages: (1) Painlessness 
(a great factor with many patients). (2) Quickness of healing, 
more so than with other methods. (8) No scar or cicatrix re- 
maining—important when carbuncles are in visible parts. 


GYNECOLOGICAL NOTES. 


The superintendent of the St. Louis Female Hospital, Dr. H. 
S. Crossen, has an interesting article in the July number of 
American Gynecological and Obstetrical Journal—a report of 800 
eases of labor—in which he says that in the treatment of con- 
tracted pelvis the following rules should be observed: When the 
true conjugate diameter is from 71% to 9 cm. (3 to 3% in.), if seen 
before the thirty-sixth week of pregnancy, premature labor 
should be induced and be followed by symphysiotomy if neces- 
sary. If seen early in labor symphysiotomy should be performed. 
If the disproportion between the head and the pelvis is slight, 
axis-traction forceps should be given a fair trial before symphy- 
siotomy. If the disproportion between the head and the pelvis 
is so great that there is serious doubt as to whether the head can 
be safely delivered after symphysiotomy, Cesarean section is to 
be chosen instead. If the patient is seen after prolonged labor 
or repeated attempts at delivery by forceps, craniotomy should 
be performed. When the true conjugate diameter is between 
6% and 7% em. (2% to 3 in.), if the patient be seen, before the 
thirty-sixth week, pregnancy should be allowed to proceed to 
term; if seen early in labor, Cesarean section is to be performed: 
if seen after prolonged labor or repeated attempts at delivery by 
forceps, craniotomy is to be performed. If the patient insists on 
Cesarean section a Porro operation is the best form for these 
late cases. 


A remarkable case of colloid cancer of the ovary is reported 
to the Medical Sentinel, July, 1898, by Dr. H. H. Hanson of Mis- 
soula, Mont. The patient was 52 years of age at time of opera- 
tion in April, 1896. On opening the abdomen the doctor found 
the sae had ruptured, and the entire abdominal contents were 
covered with a colloid substance of the consistency of jelly. It 
was with great trouble that he removed this mass; it was ad- 
herent to the liver, kidneys, spleen, stomach, bladder and bowels, 
and it had to be peeled from each organ very carefully on ac- 
count of the hemorrhage it produced. After removing the col- 
loid material (84 pounds) he ligated the ruptured sac which em- 
anated from the left ovary, and removed it, then completed the 
toilet by washing the abdomen with several gallons of a normal 
salt solution, and placing a large drainage tube in the posterior 
cul-de-sac. The drainage tube was removed in three days and 
the patient had an ideal convalescence, and left the hospital in 
24 days. Ten weeks later symptoms of cancer of the uterus were 
such that the doctor performed vaginal hysterectomy. The pa- 


tient recovered and is still in excellent health. 


In regard to retrodisplacements of the uterus, Dr. W. B. 
Craig of Denver, Professor of Gynecology in the University of 
Colorado, is of the opinion that: (1) If they cause absolutely 
no symptoms and are discovered accidentally, they should be 
left severely alone. (2) If the uterus is found to be retroverted, 
gentle efforts may be made to replace it either by bimanual ma- 
nipulation, with or without the help of the forceps to draw it 
down, cr of the sound, to lift it forward, or by means of the 
genupectoral position with the clothing loosened. (8) If the 
uterus be found to be absolutely free from adhesions, it can be 
replaced and a pessary introduced to support it, while every ef- 
fort is made to tone up the muscles of the pelvis and uterus 
that are concerned in holding the uterus up to its proper level 
and forward. (4) Only when several months’ treatment with 
hygienic, medicinal and mechanical means has completely failed 
to relieve the patients of their symptoms is recourse had to op- 
erative procedures. (5) Then, if the utérus is too long, the cer- 
vix may be amputated by the method of Schroeder; if chronic- 
ally inflamed, it ought to be dilated, cureted and treated with 
rest, hot douches, iodin and boroglycerid-tampon until its size 
and weight are reduced. If the vaginal outlet is torn or relaxt, 
it is tightened up by means of anterior and posterior colporrha- 
phy. If it is absolutely certain that there are no adhesions and 
that the tubes and ovaries are healthy, Alexander’s operation 
may be performed. If there is the slightest doubt as to the mo- 


bility of the uterus, ventrofixation is to be chosen. 
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Dr. Winslow Anderson, Professor of Gynecology in the Col- 
lege of Physicians and Surgeons, San Francisco, says (Pacific 
Medical Journal): The best treatment for gonorrhea in women 
is as follows: When the case comes under observation within the 
first thirty-six hours after contagion the vagina is swabbed out 
thoroly with a 1 in 500 soiution of potassium permanganate. By 
dilating the vaginal canal thoroly with a wire speculum the reme- 
dy reaches all the sulci between the rugae. The same remedy 
is next applied to the cervical canal and to the urethral glands 
and a vaginal tampon inserted against the cervix soakt in a 
solution of 1 in 5,000 of permanganate of potassium in boro- 
glyceride. The patient is then sent to bed and a liberal com- 
plement of blue mass given. The next morning two vunces of 
a saturated solution of magnesium sulphate in aromatics is 
exhibited. Every six hours after the first application a douche 
is given of 1 in 1,000 permanganate of potassium in one gallon 
of sterilized water at a temperature of 110 degrees F.. applying 
after each douche the permanganate and glycerine tampon. This 
treatment is continued for twenty-four hours, after which the 
douches are administered every eight to twelve ‘hours, and the 
strength of the parmanganate is reduced to 1 in 2,000 or 1 in 
10,000, continuing the glycerine tampons with or without the 
permanganate, ichthyol, chinosol or any other antiseptic best 
suited. The diet must be bland and non-irritating, and large 
draughts of demulcents administered. With these simple meas- 
ures the extension of the disease into the uterus or urethra is 
prevented, the gonococci are destroyed and the case is generally 
cured in from five to ten days. When the disease 1s sub-acute or 
chronic, which it becomes in two to six weeks, these simple 
measures will not suftice. 


Jackson (Philadelphia Medical Journal) records a case of 


emphysema of the vagina in a woman 46 years of age. The cer- | 


vix and the upper half of the vagina were somewhat injected 
and studded with what appeared to be numerous small vesicles, 
varying in size from a pin’s head to a split pea. The membrane 
over these apparent vesicles was thin and distinctly pale in 
color. In the center of some of the larger ones was a small 
black spot, evidently a little hemorrhage. A clear, mucous se- 
cretion covered the vaginal wall, but no pus was present. On 
pricking the vesicles a hissing sound was heard, which proves 
conclusively that gas or air had been confined within the eyst. 
The disease occurs with greater frequency in the pregnant than 
in the non-pregnant. Nothing is known of its etiology, but there 
is no evidence pointing to its being an acute inflammatory pro- 
cess. The only symptoms that have ever been noted are a 
smarting sensation high up in the vagina, and a slight leucor- 
rhea. The process is, for the most part. confined to the upper 
two-thirds of the vagina and to the cervix. The nodules appear 
singly and in groups, varying in size from a pin’s head to a split 
pea. The mucous membrane covering them is pale and very thin, 
while the surrounding tissue is normal or slightly injected. 


An oophorectomy upon a child only eleven weeks old is re- 
ported by Dr. W. W. Beckett of Los Angeles, Cal.. in the South- 
ern California Practitioner: Helen R.. 11 weeks old. 8% pounds 
in weight, had been delicate since birth—bottle-fed—had suffered 
with indigestion and constipation: cried a good deal. When 
about two months a right inguinal hernia appeared. which be- 
came stranguiited about three weeks later. When Dr. Beckett 
first saw the child it was not possible to reduce the hernia under 
chloroform: he therefore opened the canal, and much to his sur- 
prise found that it contained an enlarged cystic ovary and the 
Fallopian tube. The ovary was about the size of a normal adult 
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intrapelvic delivery, is a decision which is intrinsically so dif- 
ficult that it should be attempted by none but the most exper- 
ienced surgeons. 3. That in most cases of moderate contraction 
in primiparae it is best to wait until the progress of labor teaches 
us which is to be the safer operation in the given case. 4. That 
when any healthy woman has lost one child by a difficult opera- 
tive labor in the hands of an expert she should in the next la- 
bor be prepared for Cesarean section and delivered by it, unless 
the course of labor shows that from some changed condition, e. 
g., a small child or a more favorable position, a forceps delivery 
is likely to be easy. 5. That when any case occurs in the prac- 
tice of the comparatively few men who are really experienced in 
both obstetric and abdominal surgery, in which an attempted for- 
ceps operation proves to be exceptionally difficult and version 
promises no better results, the forceps operation should be sus- 
pended, and if the fetal heart is undisturbed, should be abandon- 
ed in favor of Cesarean delivery. 6. That in very small pelves, 
e. g., those under three and one-fourth inches in the conjugate, 
the Cesarean section in favorable circumstances should always 
be the operation of preference. 


Philadelphia Medical Journal makes a synopsis of a paper 
by Routh on cystocele, in which the author says that the treat- 
ment depends greatly upon its causation. A cystocele may be 
primary or secondary. It may be primary from stretching of the 
anterior vaginal wall in labor, the bladder being drawn out of 
harm’s way during the first stage; or when the membranes rup- 
ture before the cervix is fully dilated. The head, then, is the 
dilating body, and may force down the anterior lip, dragging 


| With it the anterior vaginal wall and base of the bladder. Sec- 


ovary. It and the tube were removed and the abdominal open-— 


ing closed after Macewen'’s method. The child made a very 
rapid and uneventful recovery. The wound ‘healed by first in- 
tention. 


Reynelds (American Journal of Obstetrics. Tune.) considers 
Cesarean seetion justified in all cases where a mechanical ob- 
stacle renders delivery. in an otherwise healthy woman, more 
than ordinarily difficult and dangerous. His experience covers 
twelve years’ service in a clinie which delivers 2.500 women 
every vear. He believes that symphyseotomy should be restrict- 
ed to the class of cases from which he would exclude perform- 
ance of Cesarean section, i. ¢.. cases of moderately contracted 
pelves in women not previously healthy, or in women exhausted 
by long labor. His conclusions are: 1. That in women who are 
the subjects of visceral diseases or other previous ill health, and 
in women who ere exhausted by long labor, the maternal mor- 
tality of the Cesarean section is too great to allow of its per- 


formance in the interest of the child alone. 2. That in primi- | 


parae with moderate contraction the decision whether or not the 
Cesarean section should be performed as an alternative opera- 
tion at the beginning of labor in preference to an attempt at an 


ondary cystocele is predisposed to by a deficient perineum, from 
absence of support to the anterior vaginal wall, and is directly 
produced by prolapse and procidentia of the uterus, and by the 
rare condition of primary hypertrophic elongation of the supra- 
vaginal cervix. Cystocele is not easy to treat satisfactorily. Suc- 
cess depends much upon whether it is primary or secondary. 
Anterior colporrhaphy, involving the removal of portions of mu- 
cous membrane of varying shape and size, and drawing the re- 
sulting free edges together, thus puckering up the underlying 
bladder, is often only of temporary value and therefore not sat- 
isfactory. Lately, Routh has modified this operation by making 
a central longitudinal incision, stripping off the bladder under- 
neath and thus freeing the anterior vaginal wall. The edges can 
then be everted, and the raw surfaces made into a sort of ridge, 
which is fixt to a celluloid plate, previously prepared and kept 
in position for a fortnight. This rigid wall does not give way 
as easily as the cicatrices of an ordinary colporrhaphy. Routh 
thinks, however, that it is useless to expect a permanent cure 
unless the bladder is completely stript off the uterus and vagina. 
When elongation of the supravaginal cervix complicates cysto- 
cele, whether as cause or effect, and failing of relief by pessar- 
ies, the cervix must be amputated high up. 


Dr. J. E. Cowes of Los Angeles, Cal., reported to the last 
meeting of the American Medical Association a case of ruptured 
tubal pregnancy occurring only 29 days after impregnation. 
Early diagnosis was made and the woman rescued before death 
from hemorrhage could occur. As to prognosis from operation. 
he quoted from a letter from Dr. M. D. Mann, Professor of 
Gynecology in Buffalo University, that “I have operated forty 
or fifty times for that condition, four times within the last 
three weeks, and so far all have recovered except one, which 
was operated on through the vagina.” 


Medico-Surgical Bulletin says that Dr. E. W. Saunders, Pro- 
fessor of Diseases of Children in Missouri Medical College, St. 
Louis, while preferring intubation, in most cases recommends 
tracheotomy when there is (1) laryngo-spasm, (2) tracheal pseudo- 
membrane, (3) faucial pseudo-membrane, (4) a moribund condi- 
tion, (5) recurrent stenosis after intubation. If the physician 
is not skilled in intubation he had better be prepared for 
tracheotomy as an instant alternative. The author does trache- 
otomy as follows: The patient is placed in nearly an upright po- 
sition; thus breathing is unimpeded, light falls into the incision 
to the best advantage, the blood flows downward away from the 
wound and it does not so readily enter the trachea. After trans- 
fixing and cutting the fold of skin. plunge the sharp hook into 
the trachea. thus facilitating the dissection which is to follow. 
Introduce thé hairpin upward; it serves as a dilator, draws the 
trachea upward and stendies it. Then introduce the forceps 
downward toward the bifureation and seize the false membrane 
before it breaks off above. Then when the oozing has ceast, 
introduce the tube and withdraw the hairpin. 
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BUREKA SPRINGS, NORTHWEST 
ARKANSAS. 


This famous health and pleasure resort 
is located in the heart of Ozark Moun- 
tains. Climate mild and bracing. Waters 
unequaled for purity and medicinal qual- 
ities. The Crescent Hotel is now open. 
Rates reasonable. Excursion tickets on 
sale all the year. Through sleepers via 
st L. &S. F. R. R. Write to George T. 
Nicholson, G. P. A., Frisco Line, St. 
Louis, Mo., or Manager Crescent Hotel, 
Eureka Springs, for descriptive pam- 
phlet. 


INSTRUCTIVE EXHIBITS. 


“One of the chief attractions at the an- 
nual gatherings of the American Medical 
Association is always the exhibition hall, 
where the principal drug, instrument and 
food products of the world, the results 
of years of experimental research and 
labor, are placed in view.” 

“Among the many attractive exhibits 
at this year’s Denver meeung that of 
IMPERIAL GRANUM, recognized by 
many leading physicians as the standard 
among prepared foods, occupied a prom- 
inent space and the representative in 
charge was kept busy explaining to the 
visiting physicians the superiority of this 
preparation. Handsome sample boxes of 
the FOOD, and copies of The Imperial 
Granum Co.’s valuable clinical record, 
were presented to each physician in at- 
tendance.”—From The Journal of the 
American Medical Association, Chicago. 


SANMETTO IN URETHRITIS, CYSTI- 
TIS, PROSTATIC ENLARGEMENT 
AND ENURESIS. 


I gladly write my opinion of Sanmetto. 
For two years it has given results which 
are perfectly satisfactory. Have had 
equal success with it in urethritis, cysti- 
tis and prostatic enlargement, and phe- 
nomenal success when using it for incon- 
tinence of urine, both in children and old 
people. If in medicines we have specifics, 
then Sanmetto I regard as one in enures- 
is. C. M. HARRIS, M. D. 

Bourbon, Ind. 


GROWS IN FAVOR. 


As the years go by there is one drug that 
constantly grows in favor. To the physi- 
cian of the Transmississippi region it is 
probably doubtful if it is necessary to say 
that this remedy is Antikamnia; as all 
have used it. But increasing experieace 
demonstrates its adaptability to condi- 
tions other than at first advised. It is 
notably of value in ovarian and other pel- 
vic pain. If you have not tried {t in this 
class of cases, do so. 


ACUTE INFLAMMATION OF THE 
PROSTATE GLAND. 


The Journal of the American Medical 
Association, for Aug. 20, contains a re- 
port on inflammation of the prostate 


gland, which was presented to the Section 
on Surgery and Anatomy at the Forty- 
ninth Annual Meeting of the American 
Medical Association, hefa at Denver, 
Colo., June 7-10, 1898, by Liston Homer 
Montgomery, M. D., of Chicago, Ill. His 
planof treatment in acute inflammation of 
the prostate gland is to wash out the ab- 
scess cavity with hydrogen peroxid, give 
copious hot water enema and hot hip 
baths frequently, avoid morphine inter- 
nally and advise care lest the patient 
strain at stool or during micturition. On 
the theory that toxins are retained in the 
circulation and within the gland, and to 
prevent degeneration in the gland sub- 
stance, he administers triticum repens or 
fluid extract tritipalm freely, combined 
with gum arabic or flaxseed infusion. 
Along with these remedies the mineral 
waters, particularly vichy with citrate of 
potash, go well together. Hydrate of 
chloral or this salt combined with anti- 
kamnia are the very best anodyne reme- 
dies to control pain and spasms of the 
neck of the bladder. These pharmacologic 
or medicinal remedies are the most logi- 
cal to use, in his judgment, while extern- 
ally, applications of an inunction of 10 
to 20 per cent iodoform, lanoline, as well 
as of mercury, are also of value. 


The Welch Grape Juice Company have 
given away over one hundred cases of 
grape juice to the Government, at San- 
tiago and Montauk Point, and to hospit- 
als where sick soldiers are being nursed 
to health. 


The Marion-Sims College of Medicine 
has greatly increasted its facilities for 


‘laboratory instruction. The course now 


comprises the following: Anatomy, his- 
tology, pathology, pathological anatomy, 
pathological chemistry, clinical micro- 
scopy, physiology, inorganic and organic 
chemistry. 


During the past session the following 
specimens from recent autopsies were 
demonstrated before the class: 


Kidney.—Chronic interstitial nephritis 
(12), senile atrophy with fatty degenera- 
tion, acute parenchymatous nephritis (8), 
miliary gummata, granular atrophy (4), 
passive hyperemia (3), arterio-schlerotic 
kidneys (3), passive hyperemia with dif- 
fuse nephritis, passive hyperemia with 
infarcts, secondary granular atrophy 
with cysts (2), degenerated syphilomata 
in kidneys; embryonic type and movable 
(3), fatty degeneration (2), diffuse nephri- 
tis (3), amyloid kidney, acute miliary tub- 
erculosis, acute toxic nephritis with bile 
deposits, multiple sarcomata, horseshoe 
kidney, miliary abscesses in kidney, Rib- 
bert’s kidney (2), hydro-nephrosis after 
enlarged prostate. 


Spleen.—Chronic splenic tumor, acute 
splenic tumor (6), senile atrophy (3), pig- 
mentation, chronic interstitial splenitis 
(2), chronic perisplenitis (3), acute mil- 
iary tuberculosis, chronic induration (2). 


Liver.—Laennec’s cirrnosis (8), cloudy 
swelling, passive hyperemia (6), senile 
atrophy and fatty degeneration, abscess, 
urtmeg liver with multiple abscesses, bil- 
iary cirrhosis, sugar-cast liver (2), fatty 
nutmeg liver (3), liver in phosphorus 
poisoning, acute yellow atrophy, fatty de- 
generation, monolobular cirrhosis, malar- 
ial cirrhosis, general acute miliary tuber- 


culosis (2), primary carcinuma, metastatic 
carcinoma, senile atrophy, cirrhosis with 
fatty degeneration (2), circumscribed cir- 
rhosis, sugar-cast liver with miliary tub- 
erculosis, ‘hepatoptosis, cirrhosis with 
carcinoma, hypertrophic cirrhosis (8). 

Heart and Vessels.—Concentrie hyper- 
trophy of left ventricle, general arterio- 
sclerosis (7), eccentric hypertrophy of the 
left ventricle (8), mitral insutticiency (4), 
chronic myocarditis (2), senile atrophy of 
the heart, fatty degeneration of the 
heart (3), hypoplasia of the heart (2), 
hypoplasia of* the aorta (2), tricuspid 
insufficiency (5), mucoid degeneration 
of the epicardial adipose tissue (2), 
ehronic endocarditis, hypertrophy of 
the right ventricle (3), dilatation of the 
right ventricle (2), cor bipartitum, acute 
dilatation of the left ventricle, brown 
atrophy of the heart muscle, fragmenta- 
tion of the heart muscle, aneurysm of the 
ascending aorta, total synechia of the 
pericardium (2), dilatation of the left ven- 
tricle, pericarditis sero-fibrinosa (2), mul- 
tiple eneurysms of the descending aorta, 
chronic endocarditis. 

Lungs.—Chronie ulcerative tuberculosis 
(11), acute croupous pneumonia, edema 
(3), total synechia of the pleura, atelec- 
tasis, miliary tuberculosis (4), cheesy 
bronchitis and peribronchitis, tubercular 
pneumonia (2), cirrhosis of the lungs, car- 
nification (2), suppurative bronchitis, vi- 
carious emphysema (8), purulent pleurisy, 
passive hyperemia, pleuritis ossificans, 
pleurisy, pyothorax, senile atrophy, em- 
physema, senile emphysema, multiple sar- 


Other Organs.—Pancreas annulare, sup- 
purative leptomeningitis (2), chronic ul- 
cers in the ileum, acute peritonitis, spor- 
adic dysentery, tropical dysentery, ty- 
phoid ulcers in the ileum, degeneration in 
the foci of the spinal cord, cirrhosis of 
the pancreas, diabetes mellitus, chronic 
interstitial pancreatitis, perforation of 
typhoid ulcers in the ileum (2), ulcerated 
cancer of the stomach, perforative peri- 
tonitis, external and internal syphilitic 
pachymeningitis, gummata ofthe parie- 
tal bone (2), gastroptosis (3), salpingitis, 
fatty degeneration or the _ uterus, 
splanchnoptosis (2), Meckel’s diverticu- 
lum (3), septic peritonitis, uremic enteri- 
tis; tubercular suppurative appendicitis, 
sero,fibrinous peritonitis (3), hemorrhagic 
gastritis (2), icterus (3), akathetic icterus 
(2), ascites (7), hydrops cystitis filleae, 
metastatic cancer of the portal canal, me- 
tastatic cancer of the ductus communis 
choledochus, intestinal hemorrhage, 
omental umbilical hernia, chondrosar- 
coma of the testicle, hypertrophy of the 
prostate, cystitis gangrenosa, struma 
tibrosa 


SHORT. 

Young Doctor: Did you diagnose his 
ease as appendicitis or merely the 
cramps? 

Old Doctor: Cramps. He didn’t have 
money enough for appendicitis.—Life. 


THE HABIT CLUNG TO HIM. 

Customer (in book store): I want to 
look at some Bibles. 

Clerk (formerly with druggist): We’re 
just out of’em. ‘Abstractedly) We have 
something just as good, though.—N. Y. 
Journal. 
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